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New! Sandweiss on Peptic Ulcer 


This new book is a complete study of the problems 
of peptic ulcer by a group of 77 recognized authori- 
ties. It is being published under the auspices of the 
American Gastroenterological Association and edited 
by Dr. Sandweiss with the editorial assistance of 12 
consultants. 


Here indeed, is the best current thought on the 


diagnosis and treatment (both medical and surgi- 
cal) of peptic ulcer—an explicit and up-to-date 


W. B. SAUNDERS COMPANY a 


source of practical guidance. The illustrations, both 
diagrammatic and photographic, are clear and in- 
formative and include roentgenograms and gastro- 
scopic views. There is material on dietary manage- 
ment, on drugs commonly employed, indications for 
surgery, complete surgical management, etc. Here 
is the type of actual down-to-earth help you can 
really use in your own practice. 

Peptic Ulcer: Clinical Aspects, Diaqnosis and Management. Edited by 
Davip J. Sanpweiss, M.D. Written by 77 authorities under the auspices 


of the American Gastroenterological Association. 790 pages, illustrated. 


eu. 


West Washington Square, Philadelphia 5 


i 


LAXATIVE LAG 
with Sal Hepatica 


When your patients ask about 
fast laxation recommend efferves- 
cent Sal Hepatica. There’s no lag, 
no continuing discomfort while your 
patients wait for this laxative to act. 
Taken before the evening meal, sat- 
isfactory action is assured before 
bedtime, thus permitting a sound 
night’s sleep. Taken in the morning 
before breakfast, laxation will usu- 
ally occur within the hour. 


Sal Hepatica’s action is gentle, 
too, for its fluid bulk provides soft 
pressure. 

Sal Hepatica suits your patients’ 
convenience—and yours. Antacid Sal 
Hepatica also combats gastric hy- 
peracidity which so often accom- 
panies constipation. 


* Aperient | 
* Laxative 
*Cathartic <2 


* Average dose 


A GENTLE, 


Antacid 


: 


Miss 


SAL HEPATICA, a product of BRISTOL-MYERS—19 West 50th Street, New York 20, N. Y. 
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a new method’ for 
measurement of 

bone length 


Spot scanography is vastly simplified with this new 
Bell-Thompson rule. The rule is taped down on the 
mid-line of the. x-ray table: the patient’s limb im- 
mobilized upon it. Progressive spots are then exposed 
at the hip, knee and ankle, with suitable blockers 
over the 11” x 14” cassette in the under-table Bucky 
tray. The centimeter readings on the rule appear su- 
perimposed on the film. Since neither limb nor rule 
has moved, it is an easy matter to determine meas- 
urements accurately. Comparison with the other 
limb is easy as it is radiographed in the same way on 
the second half of the 11” x 14” film, which is blocked 
off during the first series of exposures. The method 
is simple, direct, and economical, the whole study 
being done on a single film. Picker X-Ray Corpora- 
tion, 300 Fourth Avenue, New York 10, N. Y. 


*"'Modified Spot Scanography’’ by J. Sheri- 

dan Bell, M.D., and Walter A. L. 
Thompson, M.D., Amer. Jrnal. of Roent- 
genology and Radium Therapy, June 1950. 


BELL-THOMPSON RULE 
for orthopedic mensuration 


The chrome-piated steel rule is 1/64” thick, 6” 
wide, 40” long. Deep-etched graduations ex- 
tend from 0 to 100 centimeters, with millimeter 
subdivisions. A lead blocker with two 4” holes, 
and covering disk, together with a 52" x 14” 
wood positioning block, are provided. 


USUAL OR UNUSUAL, YOUR X-RAY NEEDS WILL BE BETTER SERVED AT PICKER 
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THE NEW LOOSELEAF 


YCLOPEDIA MEDICIN 


SURGERY, SPECIALTIES 


GEORGE MORRIS PIERSOL, Editor-in-Chief —EDWARD L. BORTZ, Assistant Editor 


e 800 Distinguished Consultants 


‘ At Your Call 24 Hours a Day 
A Great Modern Medical Library 
Kept Constantly Up to date with New Advances—as They Occur 


The cooperation of 800 medical and surgical leaders from all parts 


3 of the world has made possible this great work. Here is the vital, 
i practical knowledge of an immense medical library covering the entire 
q realm of Medicine, Surgery, and the Specialties—and instead of many 


indexes you now turn to one, a truly remarkable Index Volume of 60,000 
references! 


In these volumes, the specialist will find not only an adequate account of 
his own particular specialty, but also the broadening influence of medical 
thought along other lines. For the general practitioner the Cyclopedia pro- 
se vides, in compact and readily accessible form, a broad, complete postgraduate 
course. Within the scope of a single reference work, he has available a 
wealth of valuable and detailed information on modern methods af diagnosis 
and treatment. 


4 The new looseleaf plan enables the authors and editors to rewrite or revise 

4 any article or chapter on any subject. New pages containing the new material 

as it is developed and approved will be sent to our subscribers to replace the 

out-dated pages. The entire Cyclopedia is thus kept up-to-date permanently for 
the price of one new book each year. 


THE CYCLOPEDIA is published in 14 beautiful looseleaf volumes of 1000 double- 
column pages each (7’’x1014”’) and separate Desk Index Volume, Profusely illustrated with 
hundreds of graphic drawings and photographs, many in full color. Attractively 
printed on tough, opaque paper in large type carefully selected for legibility. 
Handsome easily operated looseleaf binders in durable dark-blue de luxe morocco- 
grained fabrikoid, stamped in gold. 


F. A. DAVIS COMPANY F. A. DAVIS COMPANY, 1914 Cherry Street, Phila. 3, Pa. 


Please send complete descriptive literature on the 


Publishers Cyclopedia of Medicine, Surgery, Specialties. 
PHILADELPHIA NAME 
In Canada: THE RYERSON PRESS, Toronto ADDRESS 


i 


Journal A.O.A. 


WRITING TO ADVERTISERS October, 1931 


PLEASE MENTION THE JOURNAL WHEN 


The “estrogen 


preferred by us is 


‘Premarin, a mixture 


of conjugated estrogens, 


ae 


the principal one 


of which is 


In treating the menopausal syndrome 
with “Premarin;’ Perloff* reports that 
“Ninety-five and eight tenths per cent 
of patients treated with 3.75 mg. 

or less daily obtained complete relief 
of symptoms”; also, “General tonic 
effects were noteworthy and the greatest 
percentage of patients who expressed 
clear-cut preferences for any drug 
designated ‘Premarin:” 


Thus, the sense of “well-being” 
usually imparted represents a “plus” in 
“Premarin” therapy which not only 
gratifies the patient but is conducive to 
a highly satisfactory patient-doctor 
relationship. 


estrone sulfate.” 


~ 


Hamblen, E. C.: North Carolina M. J.7:533 (Oct.) 1946. 


Four potencies of “Premarin” 
permit flexibility of dosage: 2.5 mg., 
1.25 mg., 0.625 mg. and 0.3 mg. tablets; 
also in liquid form, 0.625 mg. in 
each 4 cc. (1 teaspoonful). 


*Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.) 1949, 


“Premarin” contains estrone sulfate plus the sul- 
>. fates of equilin, equilenin, 8-estradiol, and B-dihy- 
? droequilenin. Other a- and f-estrogenic “diols” are 
also present in varying amounts as water-soluble 
conjugates. 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine) 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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balanced 


One standard for everything whether it is a bolt or a 

generator, whether it is hidden or in plain view, 

whether it costs ten cents or a hundred thousand 

dollars, General Electric standards admit no compro- 
mise with quality. As your profession dictates integrity of 
purpose — so we accept the responsibility for integrity in qual- 
ity. For this reason... 


You can put your confidence in — 


GENERAL @@ ELECTRIC 


5 
| 
X-RAY 3 
y 
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Most obstetricians today insist that their 
mothers ingest plenty of vitamin C, 


pregnancy, toxemia is reduced’—more 
babies are born normally and with a higher 
birth weight’*—premature and still births 
are fewer’*—and both maternal and infant 
health are improved postpartum.” Most 
mothers enjoy the flavor of fresh Florida 
citrus fruits (so rich in vitamin C and 
containing other nutrients* ), as well as the 


Pp Nn ty of energy pick-up provided by their easily 


assimilable fruit sugars.* 


4 q é particularly after the first trimester’ (8 oz. 
i citrus juice during pregnancy, 12 oz. while 
wh er lactating ).° When an adequate nutritional 
regimen (with particular reference to 

{ vitamin C) is followed throughout 


7 
> f *Citrus fruits—among the richest known sources 
Cc r r u of vitamin C—also contain vitamins A and B, 
lh... readily assimilable natural fruit sugars, 


and other factors, such as iron, 
calcium, citrates and citric acid. 
FLORIDA CITRUS COMMISSION 
LAKELAND, FLORIDA 


References: 
ee ae 1. Burke, B. S. and Stuart, H. C.: J.A.M.A., 137:119, 
1948. 2. Burke, B.S. et al.: Am. J. Obst. & Gynec., 
4 y 46:38, 1943. 3. Burke, B. S. et al.: J. Nutrition, 26:569, 


: ' 1943. 4. Javert, C. T. and Finn, W. FE: Texas State 
J. Med., 46:745, 1950. 5. McLester, J. S.: Nutrition and 
Diet in Health and Disease, Saunders, Phila., 4th ed., 
. 1944. 6. National Research Council: “Recommended 


pecific Nutrients,” Wash., D. C., 1948. 7. People’s ranmages e 

League of Health: J. Lancet, 2:10, 1942. 9g apefru 2 and a a! / 
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Ciba 
Presents 


A New Advance 


in Sulfonamide Safety ... 


BRAND OF SULFADIMETINE 


Scored 0.5 Gm. tablets. 
Bottles of 100 and 1000. @ Remarkably low incidence of side effects—less than 5% 


@ Lowest acetylation yet reported—less than 10% in blood 
@ New improved solubility . 


@ Renal complications rare—alkalis not needed 
@ High, sustained blood levels 


WIDE ANTIBACTERIAL SPECTRUM 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. 


“the 
ae 


for 


200MA or HIGHER 


ECONOMICAL LOW PRICE 
FOR COMPLETE FULL SIZE UNIT 


Save money! Use the same Keleket tilt or 
non-tilt table and tubestand whether you re- 
quire 15 MA, 30 MA, 100 MA, 200 MA or 
higher. Keleket ADD-A-UNIT equipment is 
finest equipment at lowest cost. 


YOUR ORIGINAL INVESTMENT 
NEVER LOST 


When stepping up to higher powered equip- 
ment, you save the cost of a new table and 
tubestand. 


COMPLETE ADAPTABILITY 


ADD-A-UNIT Combinations offer wide radio- 
graphic-fluor pic facilities. You get hori- 
zontal, trendelenburg and full vertical positions 
for all radiography, vertical and horizontal 
fluoroscopy. 
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15MA + 30MA + 100MA 


100 MA 
or higher 


30 MA 


table and tubestand. 


Acclaimed by users who wanted ... and 
got ... more for their money, Keleket 
ADD-A-UNIT Combinations are a new ap- 
proach to the use and purchase of full-size 


X-ray equipment. You start with the 


precise outfit that meets your present needs 
at lowest cost. From a basic combination for 
radiography and fluoroscopy you can ad- 
vance to high voltage, high speed technics 
in radiography, spot film technics and 
superficial and medium therapy. 


Write for FREE Bulletin No. 182 


THE KELLEY-KOETT MANUFACTURING COMPANY 


201-10 W. 4th St, 
Covington, Kentucky 
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Grows with your requirements — start out 
with the low cost 15 MA tubehead, step up 
power as desired. Always retain the same 


the Same tubestand ... 
me 
= the Same basic table... 
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can in many cases change your patient 
rom negative to positive nitrogen balance 


Stuart Amino ids 


(SOLUBLE BEAD FORM) 


CONTAINS ALL THE AMINO ACIDS AND 
ONLY AMINO ACIDS IN CORRECT RATIO TO 
MAINTAIN NITROGEN BALANCE 


Bland taste and complete solu- 
bility mean better results. 


Patients are more cooperative 
in taking The Stuart Amino 
Acids in either maintenance or 


TOTAL HypRoLysAte 
Acids of Complettl 
Ydrolysed Casein; Fortified 


massive dosage and for the ~ 6 OUNCE BOTTLES 


i i AVAILABLE 
length of time you prescribe. ae 


PHARMACIES 


a» 


Tomaro (79) OR VEGETABLE CARBONATED BEVERAGES 


\ | y 


j 
4 
WS 
Stuart Stuart 
HOT OR COLD WATER, SOUPS 
| 


HEMATINIC 
with 


OLIC ACID and Biz 


2 


° 
Saco, 


AVAILABLE 
AT ALL 
PHARMACIES 
— BOTTLES OF 100 
VITAMIN € CAPSULE-SHAPED 
TABLETS 


Other advantages: Ferrous gluconate 
(for greater iron tolerance and utili- 
zation). x Therapeutic amounts of B 
complex and C * Desiccated Liver 
(for natural B complex) * Copper « 
Tablet form to release iron at de- 
sirable rate in stomach for better 
tolerance. * Low cost to patients 


6 TABLETS—Average Daily Dose—CONTAINS: 


FERROUS GLUCONATE . 18 grains 
COPPER SULPHATE... . 15mg. 
B COMPLEX 


Desiccated Liver 
(Natural B Complex) 


Thiamin Chloride 


Pyridoxin Hydrochloride 

Folic Acid 

B 50% USP Crystalline 
'2)50% B,2 Concentrate 


VITAMIN C 
(ascorbic acid) 


Biz 
Riboflavin. ......... 10mg. ‘ 
NiacinAmide ....... . 150mg. 
Calcium Pantothenate. . . . . 10mg. 
. . . 12meg. 
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STAINLESS GREASELESS VANISHING 


MINIT-RUB NIT-RUB 


PRODUCT OF BRISTOL-MYERS 
19 WEST 50 STREET, NEW YORK 20, N. Y. 


NOTE | | 
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Depends on Correct Fitting 


Only 47.1 per cent of patients can be fitted with a size 
70 or 75 diaphragm! (the most commonly prescribed sizes). 

About 28 per cent are fitted with sizes 80 and 85, and 
18 per cent with sizes 60 and 65.' 

Thus, the need for correct fitting and a wide range of 
diaphragm sizes is evident. A diaphragm which is too small or too 
large will not block access to the cervix along the anterior wall.? 


patented Flexible Cushioned Diaphragms are available 
in sizes ranging from 50 to 95 millimeters inclusive, in gradations of 
5 millimeters. the dome (enlarged 10 diameters) 


ond the rim (inset) of a “RAMSES” 
Only the "RAmMsES” Diaphragm is made with the comfort- Flexible Cushioned Diaphragm. 


assuring patented cushioned rim. Only the “Ramses” Diaphragm is 
made with a velvet-smooth pure gum rubber dome. 


The "RAMSES” Diaphragm is intended for use with "RAMSES” 
Vaginal Jelly to provide optimum protection for the patient. 
1. Clark, Le M.: The Vaginal Diaphragm. St. Louis, C. V. Mosby Company, 1938; p. 43. 


2. Dickinson, R. L.: Techniques of Conception Control. Baltimore, Williams & Wilkins 
Company, 1950; p. 17. 


Unretouched photomicrograph 
of the dome (enlarged 10 diam- 
eters) and the rim (inset) of 
division conventional-type diaphragm. 


423 West Smit, Street, New York 9, N.Y. , 


quality first since 1883 
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Curbs Hunger and 
Appetite Quickly, Safely, . 


Effectively by its DUAL ¥ 
anoretic action { 


methylcellulose content 
(500 mg. per tablet) —quickly 
imparts a sense of fullness, thereby 


d-amphetamine 
dosage (only 1.67 mg. per tablet) 
—moderate posology usually 
obviates (or materially reduces) 
side-effects such as restlessness, 
sleeplessness and gastro-intestinal 
disturbances. 


™ “The one consistent and demonstrable | 
Founded in 1860 finding in obesity is overeating”. Hamburger, 
JERSEY CITY, N. J. =. W. W.: Med. Clin. N. Amer. 35:483, 19514 


11 
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for food at and between meals; also — 
i} 
; — 
2 or 3 tablets with full glass water vad a9 
¥% hr. before meals. 
Bottles of 100, 
500 and 1000 tablets. Les 
ARNRICK 
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SHH HOSS 


When the physician prescribes KOROMEX, his choice has 
been literally assured ...of satisfaction and safety to 
the patient. > > Since 1925, KOROMEX has not only 
pioneered the way to personal feminine hygiene, but 


with its scientific development and promotion of sound 


KOROMEX DIAPHRAGM 


ACCEPTED 


design and material, has established a formula for safety. STANDARD OF QUALITY 


ACTIVE INGREDIENTS: BORIC ACID 2.0% OXYQUINOLIN 
BENZOATE 0.02% AND PHENYLMERCURIC ACETATE 


0.02% IM SUITABLE JELLY OR CREAM BASES - it () R 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. » 145 HUDSON ST., NEW YORK13, N. Y. MERLE L. YOUNGS, PRESIDENT 
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Wherever there’s an electric outlet, the Sono- 
tone Professional Table Set may be plugged 
in to aid the hard of hearing. In the home, 
the classroom, in clinics, hospitals, offices, this 
instrument brings convenient and effective aid 
to those with hearing defects. 


Sonofact No. 4 
The patient is never fitted to a Sonotone; the correct 
Sonotone model is fitted to the patient, after audio- 
metric measurement and word testing. Only Sono- 
tone has instruments especially designed to deliver 
small, moderate and large amounts of amplification 
to best serve the need of the particular patient. 


SONOTONE prod- 
uets are on the list 
of AMA Council ac- 
cepted devices. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


hey plug HEAR 


With the Sonotone Profes- 
sional Table Set beside her, 
conversation is easy for this 
elderly invalid. 


The Sonotone Table Set is 
useful for school room use. 
This hard-of-hearing boy 
finds it easy to follow class- 
room work with the Set on 
his desk. 


In offices, clinics and re- 
habilitation centers, the 
Sonotone Table Set reduces 
strain and embarrassment for 
the hard-of-hearing patient 
and the physician. 


Operating on AC or DC current, at a cost of 
about a penny for 25 hours, the Sonotone Pro- 
fessional Table Set is adaptable to every type 
and degree of hearing loss. The pitch require- 
ments of the individual can be matched by the 
dual PITCH controls—whether the hearing 
impairment be inductive, perceptive or mixed. 
The volume is completely controllable over a 
very wide range of sound. 


For more information fill out and mail the 
coupon below. 


SONOTONE CORPORATION 
Dept. P-101 
Elmsford, N. Y. 


Please send me complete information on Sono- 
tone Professional Table Set, Model 50. 
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much depends the right start 


Many physicians find that Pet Milk for 
routine first feeding of infants is a valuable 
prophylactic measure in avoiding sensiti- 
zation of milk. 


Food allergens are likely to be trouble- 
some early. This is especially true of 
babies who have inherited a tendency to 
develop allergies. 


Pet Evaporated Milk helps to avoid this 


FAVORED FORM 
OF MILK FOR 
INFANT FORMULA 


| 


problem. Heat sterilization removes whey 
proteins from solution so that they are not 
immediately absorbed, undigested, into the 
blood stream. Instead, they are retained in 
the gastro-intestinal tract until digested and 
are then absorbed as harmless amino acids. 


To help assure the right start, to help avoid 
feeding problems later on, use Pet Milk 
as the first food for infants in your care. 
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of Birth 
— 
| Liles 
: 
MILE 
Cee: PET MILK COMPANY, 1464-J Arcade Building, St. Lovis 1, Missouri 
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To encourage normal healing 


for insiance, 


in pilonidal cyst wounds 


Routine postoperative use of CHLORESIUM OINTMENT and SoLuTION (Plain) goes far 
towards overcoming the problem of the slow healing pilonidal lesion. 


In a series of 19 pilonidal cases! treated with CHLoresiuM, 17 “healed 
better and more rapidly than by other methods previously employed.” 
In another study of over 100 cases,? CHLORESIUM produced “.. . prompt, 
clean healing with firm granulation. Further, the chlorophyl] ointment 
immediately eliminates the foul odor often encountered in pilonidal 
wounds and in this respect it is a boon to patient and physician alike.” 


CHLoresiuM O1nTMENT and So.ution (Plain) contain 
water-soluble derivatives of chlorophyll “a” as stand- 
ardized in N.N.R. These derivatives, highly concen- 
trated and purified, provide the optimum therapeutic 
benefits obtainable from chlorophyll. 


Appearance of wound 12 
weeks after final excision of 
pilonidal sinus, prior to 
CHLORESIUM therapy. 


CHLORESIUM OINTMENT — l-ounce and 4-ounce tubes 
CHLORESIUM SOLUTION (Plain) — 2-ounce and 8-ounce bottles 


1. Bowers, W. F.: Chlorophy!! in Wound Heailng and 
Suppurative Disease, Am. J. Surg. 73:37, 1947. 

2. Niemiro, B. J.: Delayed Healing in Pilonidal Cyst Wounds, 
Journal Lancet, Sept. 195 


B Same wound 17 days later. 

Complete healing was ob- 
tained after 8 days of 
CHLORESIUM therapy. 


RYSTAN COMPANY, INC. Mount Vernon, New York 


REDUG' 
= 
dermatoses = 
Ointment 
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ELIEVE 


Doctor, you probably have read a great deal of cigarette 
advertising with all sorts of claims. 


So we suggest: make this simple test... 


Take a Puitip Morris—and any 
other cigarette. Then, 


Light up either one. Take a puff 
o —don’t inhale — and s-l-o-w-l-y 
let the smoke come through your nose. 


Now do exactly the same 
o thing with the other cigarette. 


Notice that Puitie Morris is definitely 


less irritating, definitely milder. 


Then, Doctor, BELIEVE IN | YOURSELF! 


PHILIP 


Philip Morris & Co. Ltd., Inc. 
100 Park Avenue, New York 17, N. Y. 


: 
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supplementary effects 


wherever estrogen-androgen therapy is indicated... 


2. Cs In fractures and osteoporosis in either sex to promote 
bone development, tissue growth, and repair. 


2. In the female climacteric in 


certain selected cases. 


2. @. In dysmenorrhea in an attempt to suppress ovulation 
on the basis that anovulatory bleeding is usually painless. 


1. @e In the male climacteric to reduce follicle-stimulating hormone levels. 


A steroid combination which permits utilization of both 


the complementary and the neutralizing effects of 
estrogen and androgen when administered concomitantly. 
Thus certain properties of either sex hormone may be 
employed in the opposite sex with a minimum of side 
effects. Each tablet provides estrogens in their 

naturally occurring, water-soluble, conjugated form 


expressed as sodium estrone sulfate, 
together with methyltestosterone. 


No. 879—Conjugated estrogens equine 


Methyltestosterone .............10.0 mg 
Bottles of 100 tablets (yellow) 


No. 878—Conjugated estrogens equine 
(“Premarin”) ................. 0.625 mg 


Methyltestosterone ...........5.0 mg. 


Bottles of 100 tablets (red) 


METHYLTESTOSTERONE 


for combined estrogen-androgen therapy 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 


>= 
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Ribollavin (Ba) 
“Nicotinamide 


cKenna Harrison Limit 
40th Street, New York 16, N.Y. 
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increased service... 


With hospital facilities taxed to capacity, and the unprecedented demands now 
being made upon physicians in private practice, SHORTER AMBULATORY 


PERIODS can contribute toward faster bed availability . . . additional time for 


urgent, private calls. 


The American-Comper 
INVALAD and ORTHOPEDIC WALKER 


is designed to get patients back on their 


feet in the shortest possible time—under : 
the safest conditions. An invaluable con- | 
valescent aid in orthopedic, fracture, par- 


alytic and post-operative work. 


Important Clinical Advantages 


Tends to overco 
Inspires confide 


me fear psychosis ; ; 
In pat 
nee against tripping or falling.” 


Assures stabi]; 
am ulatory mized weight distribution with smooth 


Affords free application of le 


cour, ex i 
ages general muscular and en. 


against patient col- 
ent of strength failure - 


Designed in ADULT and CHILD sizes 
by the Manufacturers of the Albee- 
Comper Fracture Table 


WRITE TODAY for descriptive literature 


bd AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


AND LIGHTS "14 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES 
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YOU, ENZYMES 


and 


CEREAL LACTIC 


The vital enzymes of the Cereal Lactic Culture are: MALTASE, INVERT- 
ASE, DIASTASE, LACTASE, LIPASE, PROTEASE and OXIDASE— 


the essential group for digestion of carbohydrates. 


Some of these enzymes occur naturally in the grains; they are activated by the 
processing. The addition of certain substances and the culturing of selected strains 


of organisms during the process result in the introduction of others. 


The combination of your professional knowledge and the Cereal Lactic culture 
makes for a dietary supplement that can benefit many of your patients. 


Physicians’ samples and complete information upon request. 


CEREAL LACTIC Cereal. Lactic (Improved Vitamin) 
combats gastro-intestinal disorders not 


Now in TWO FORMS 
having hyperacidity and flatulence as 


IMPROVED VITAMIN and symptoms. It supplies vitamins, lactic 
ANTACID & ADSORBENT acid organisms, and EIGHT essential 


enzymes. 


Cereal Lactic (Antacid and Adsorbent) 
relieves gastro-intestinal cases where 
hyperacidity and flatulence are symp- 

toms. 


Cereal Lactic, in both forms, has been 
tested and approved in actual profes- 
sional practice. Cereal Lactic has been 
prescribed over 10,000,000 times by 
your fellow professional men! 


CEREAL LACTIC CO. 


4 

were Company, UM TRIsI 
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for dependable contraceptive action 


An ever-increasing number of physicians are speci- 
fying Lanteen whenever protection from pregnancy 
is considered advisable because: 


UNIQUE FORMULA OF LANTEEN JELLY 
OFFERS CONTRACEPTIVE POTENCY-PLUS 


Lanteen Jelly exerts the most rapid contraceptive 
action recordable by the Becker and Gamble tests. 
It combines widely accepted spermicidal agents 
with hexylresorcinol—a highly active spermicide 
which has been found to be a potent bactericide 
and one of the least toxic of the alkyl substituted 
resorcinols.! Lanteen Jelly is safe and actually 
soothing to sensitive membranes—remains stable 
at room temperature. 


Lanteen Jelly contains: 
Ricinoleic Acid, 0.50%; 
Hexylresorcinol, 0.109%; 
Chlorothymol, 0.0077%; 
Sodium Benzoate and 
Glycerine in a Traga- 
canth base. 


THE LANTEEN DIAPHRAGM AFFORDS EFFICIENT 
AND RELIABLE MECHANICAL PROTECTION 


The flat spring rim of the Lanteen diaphragm, 
forged from the finest watch spring steel, is col- 
lapsible in one plane only—it firmly but comfort- 
ably holds the diaphragm in place regardless of 
changes in body position. The Lanteen diaphragm 
is easily placed without the aid of an inserter. 


_ Made of the highest grade natural unbleached 


rubber, the Lanteen diaphragm assures durability 
and dependable protection. 

For added confidence in the contraceptive method 
you prescribe, specify Lanteen Diaphragm and 
Jelly—designed to provide maximal effectiveness 
with minimum inconvenience. 


“Improved Method of Contraception” —22-page 
full color illustrated brochure free on request. 


LANTEEN MEDICAL LABORATORIES, INC. ¢ 2020 Greenwood Street ¢ Evanston, Illinois 


19 
why more physicians specify | 
1. Leonard, V.: J.A.M.A., 
F 83:2005 (Dec. 20) 1924. 
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2000° 


That’s hot! Here at Vitaminerals, heavily insulated steel ovens 
run that temperature every day. In such heat the porcelain 
beakers, carrying mineral samples of raw materials for assay, 
turn cherry red, become transparent as glass—producing star- 
tling effects and providing important facts. 


Not too much or too little heat, and exact timing is of the ut- 
most importance in checking and testing all raw materials. 
Hence the skill and know-how acquired from 18 years of vio- 
neering leadership in the nutritional supplement field play an 
important part in standardizing the high quality of Vitamin- 
erals. 


PROFESSIONAL LITERATURE ON REQUEST 


V/TAMINERALS. 
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The basic lesions of psoriasis take origin in the 
deeper layers of the epidermis. That is why the 
deep action of RIASOL is required to produce 
effective therapeutic results. 


There is no other prescription exactly the same 
as RIASOL. Both the active ingredients and the 
vehicle are unique. The mercurial content is chemi- 


cally combined with soaps in which form it is 
carried to the deeper layers of the epidermis. 


Deep action explains why the skin lesions of 


psoriasis gradually vanish, in the majority of cases, 
when treated with RIASOL. A clinical investigation 
has shown disappearance or improvement of the 
skin patches in 76% of cases treated. 


AFTER USING RIASOL 


SEND FOR A CLINICAL PACKAGE 


THOUSANDS PRESCRIBE RIASO 
‘SOL CONTAINS 0.45% MERCURY CHEMICALLY COMBINED WITH SOAPS, b 


PROVE RIASOL YOURSELF 


SHIELD LABORATORIES 


MANSFIELD AVENUE, 


DETROIT 


APPLIED LOCALLY—SIMPLE TO USE 
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ULCER 


One in Ten Have— 
Have Had or WiNI Have Peptic Ulcers 


"a FOR GASTRIC HYPERACIDITY 


FOR QUICK, LONGER LASTING RELIEF 


DOES NOT INDUCE ANOREXIA — CONTAINS NO SODA — NO ALUMINUM HYDROXIDE 


PRESCRIBED BY PHYSICIANS EVERYWHERE 


NOT EXPENSIVE 


Start the Patient on 2 Level Teaspoonfuls in 2 Glass of Water, Preferably Warm or Hot. 
Both Before and After Each Meal and at Bed-Time—Also Between Meals if Necessary. 


ALSO EXCELLENT FOR NAUSEA OF PREGNANCY 


CA-MA-SIL CO. + 700 Cathedral Street - Baltimore 1, Md. 


COLCIN PAN-ENZYMES NORMIN 


SEND FOR A PHYSICIAN'S SAMPLE OF OUR 
PROTEIN DIGEST No. 26 


Sidamine Tablets 


or 
Sidamine Granules 


the amino acid tablet—uncoated—but carrying 70% protein. 


no dextrose or other carbohydrate filler. 


In writing for samples, please give your degree. 


Professional Foods 
Cedar Rapids, lowa 


Send for details on a sound reducing regime and plan. 


22 
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A NEW AND DIFFERENT KIND OF WORK ON ENDOCRINOLOGY! 


Soffer—Diseases the 
Endocrine Glands 


By LOUIS J. SOFFER, M.D., F.A.C.P. 


Associate Attending Physician and Head of the Endocrine Research Laboratory and Clinic, The Mount Sinai Hospital, 


New York City; Assistant Clinical Professor of Medicine, Columbia University 


Dr. Soffer’s new and timely work presents a detailed The book has been written with the assistance of 


account of the many physiological considerations Dr. J. L. Gabrilove and contributions have been 
and various endocrine diseases met in daily prac- © made by Drs. Henry Dolger and Arthur R. Sohval, 
tice. It covers all clinical syndromes—and their of The Mount Sinai Hospital. The chapter on Labo- 
complete management. ratory Tests of Endocrine Function gives complete 

instructions on methods of making and understand- 
Diagnosis and treatment are detailed. Every poini, ing results of currently available endocrine tests. An 
every phase of management, is taken up clearly with unusually wide selection of bibliographic data per- 
sound advice on what to look for, what you may mits extensive further reading on the subject. 
find, what to do, how to do it, when to do it and Physicians and students will find this book an in- 


what results to expect. valuable aid for study and reference. 


New. 1142 Pages. 88 Illustrations and 3 Plates in Color, 32 Tables. $15.00 


Washington Square JKA & FEBIGER Philadelphia 6, Pa. 


The Newest Aid to Diagnosis — 


TRANSLUMBAR ARTERIOGRAPHY 
OUTFIT 


PARKE G. SMITH, M.D. 
ARTHUR E. EVANS, M.D. 


Translumbar Arteriography is used 
to demonstrate: 


. Anomalous vessels 

. Aberrant vessels 

. Renal blood supply 

Spac ing lesions, cysts 
Aortic obstruction 

. Position of placenta 


Abnormal iliac and femoral 
arteries 


The foregoing is a superficial list of the many advantages 


of translumbar arteriography. The equipment necessary with a 6-inch long, 18-gauge needle to puncture the aorta. 
to perform the operation is comparatively simple and A length of plastic tubing with luerlock ends is used to 
inexpensive. It comprises a special, 12ce control syringe connect syringe and needle. 


Smith-Evans Transilumbar Arteriography Outfit, complete as shown... $15.00 
COMPLETE DESCRIPTION OF TECHNIQUE UPON REQUEST 


9 


609 College St. YOUR SURGICAL INSTRUMENT HOUSE Cincinnati 2, O. 
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CLOSING OUT SALE 


OSTEOPATHIC HEALTH 
(Earlier style—24. page booklet) 


The following undated issues are available in limited quantities. Order by number. Con- 
tents of each issue given. 


PRICE: $2.00 per 100 
Envelopes to fit: 50c per 100 


Number of issue 


75 
76 


78 
89 
91 
92 
93 
97 


SCIENTIFIC WEIGHT REDUCTION: Diabetes. 
GRAVITY IS RELENTLESS: Stomach Ulcer; The 
Osteopathic Lesion—An Explanation. 
OVERCOMING CONSTIPATION; Little Acei- 
dents; The Osteopathic Care of Goiter. 

THE SCIENCE OF OSTEOPATHY: Just A 
Sprain; Osteopathic Care Of Mumps. 

MAN vs. GRAVITY; Summer Precautions; Ma- 
nipulative Therapy And Osteopathy. 

HAY FEVER; Habit-Forming Pain Killers; Nerv- 
ousness In Children And Its Relation To Posture. 
MAKING ATHLETIC TEAMS VICTORIOUS; 
The Common Cold; Feet Ruined By High Heels. 
PEPTIC ULCER; Disturbances Common To 
Women; Natural Immunity; Executive Insurance. 
OSTEOPATHY: What It Is Not—And What It 
Is; Allergy: Preventing Middle Age Diseases. 
VISCEROPTOSIS; Gall-Bladder Disease; Osteop- 
athy As Preventive Medicine; Childhood Accidents. 
SORE THROAT: Nervousness, A Symptom, Not 
A Disease; Health, How To Keep It; Measles. 
THE ENDOCRINE GLANDS; Deafness; Condi- 
tioning For Sports. 

SPRING FEVER; The Structural Basis Of Habits; 
Osteopathy’s Role In The Growth Of Medicine. 
INFANTILE PARALYSIS; Health Through Os- 
teopathy; What’s In A Name? 

HEALTH ROUND-UP TIME; Care of The Eyes 
And Ear; The Infectious And Contagious Diseases 
Of Childhood. 

PREPARING THE ATHLETE; Appendicitis; Sur- 
gery Taught in Osteopathic Colleges; The Place 
Of Modern Physicians In Industry. 

WINTER ILLS; Varicose Veins; The 

Man’s Lament. 

INJURIES TO THE SPINE; Rheumatic Fever; 
Disorders Of The Kidneys. 

EARACHE AND ITS CARE; Incorporate Your 
Thinking; Ten-Finger Findings; Spendthrifts Of 
Health; The Foot As A Mechanism. 

SUMMER COLDS; The Influence Of Music On 
Health; Thirty White Horses; The Osteopathic 
Lesion. 

HEALTH ROUND-UP TIME; Air-Conditioning 
And Health; Man-Made Disease; Jobs-Custom 


Made. 

PREVENTION OF FOOTBALL INJURIES; In- 
dustrial Workers And Osteopathy; Digestive Dis- 
turbances; Hypertension And The Nervous Sys- 
tem; Insomnia. 

OSTEOPATHIC CARE OF INFANTS; Stuffy 
Noses And Recurrent Colds In Children; Shingles 
(Herpes Zoster); Menstrual Disturbances; Feet 
And “Free Wheeling.” 

MANAGEMENT OF HEART DISEASE; Quinsy; 
A Case Of Pleurisy; Osteopathy And Disease 
Prevention. 

ANEMIA AND ITS TREATMENT; Trick Knees 


In Athletics; Preventing Cancer; Poison Gas Hazard. 


Business 


Number of issue 


137 


139 


142 
143 


144 


146 


TENNIS ELBOW; Laryngitis; The Menace Of 
Fatigue; Home Care Of The Sick; Disease Pre- 
vention Through Osteopathy. 

THE SCIENCE OF OSTEOPATHY; Why Con- 
demn Innocent Tonsils; Mental Health; Chigger 


Bites. 

EVERYDAY SPORTS AND HEALTH; That Yoke 
We Bear; Prostatism; Prevention Of Deafness. 
WHAT CONSTITUTES OSTEOPATHIC EXAMI. 
NATION AND TREATMENT?; Just A Cold; 
What Backache May Mean. 

HALT HOLIDAY HYSTERIA; Winter Sports And 
Osteopathy; New Hope For Ailing Hearts; Grow- 
ing Old Gracefully. 

OSTEOPATHIC CARE OF PNEUMONIA; Me- 
chanical Disorders Of The Spine Affecting The 
Shoulder And Arm; Nervous Children; Industry 
Looks At It’s Doctor Bill. 

THE BIRTHRIGHT OF OSTEOPATHY; Energy 

For Liberty; Low-Back Pain; First-Aid Care Of 
Fractures. 

INDIGESTION, ITS CAUSE AND TREATMENT; 

The Constipation Bugaboo; You And Your Emo- 
tions; First-Aid Care Of Wounds. 

IT’S SPRING AND TIME TO LIMBER UP; 
Headache And Its Causes; Osteopathy In Foot 
Disorders; First-Aid Care Of Burns. 

GOLF AND BODY MECHANICS; Protective Diet 
For The Child; Natural Immunity And Osteop- 
athy; First-Aid Care Of Poisoning. 

PSOASITIS; Facts About Diabetes Mellitus; First- 
wt Care Of Exposure To Excessive Heat And 
old. 

ALLERGY: Relief From Asthma And Hay Fever: 
Childhood Accidents. 

OSTEOPATHIC EDUCATION; The Place Of 
Osteopathy In Medical History; Insuring Your 
Football Boy; The Acute War Neurosis. 
TEMPERATURE AND HEALTH; Take Care Of 
Your Feet; Osteopathic Babies. 

WE THINK WITH OUR BLOOD; Non-Surgical 
Treatment Of Goiter; The Value Of Physical 
Training. 

OSTEOPATHIC TREATMENT — HOW IT 
WORKS; A Case Of Dislocated Jaw; Spring 
Training: Pointers For Gardeners; Ever Since 
Diseases. 

SURGERY IN LOW-BACK PAIN; Surgery In 
Osteopathy; Exercise And The Heart; What Of 
Child Posture? 

WHY VITAMIN B?; Irritable Colon; Biography 
Of A Shadow; Asthma. 

VACATION DO’S AND DON’TS; Guard Against 
Infantile Paralysis; Rheumatic Fever; Look To 
Your Nerves. 

ANNUAL HEALTH CHECK-UP TIME: Behavior 
Problems In Children; Importance Of Good Body 
Mechanics; Osteopathic Care in Hardening Of 
The Arteries. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 E. Ohio St., Chicago 11, Ilinois 
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One Out of Five 


Approximately one out of every five patients who 
enter your office are troubled with abnormal tight 
sphincter muscles of the lower bowel (anus). This 
condition may cause constipation, hemorrhoids, 
dysmenorrhea, nervousness and other associated 
ailments. 

If you are interested in doing more for your 
patients, than just by ordinary medication, why 
not try YOUNG’S RECTAL DILATORS? 


WRITE FOR 
LITERATURE G S 
AND REPRINTS 


Children's 
Sizes 0, I, 1Y2 and 2 
$5.50 


Available at ethical drug stores or from your 
surgical house. Sold on physician's order only. 
Write for dispensing prices. 


F. E. YOUNG AND COMPANY 
420 E. 75TH ST. CHICAGO 19, ILLINOIS 


LOW IN PRICE 
High in Quality 


Greatest Value per Dollar Expended 
Proven Dependability 


/In MINIMUM SPACE and at MINIMUM COST this splendid unit 
| provides not only an examining table but a 30 milliampere, many- 
| purpose x-ray plant. With MINIMUM EFFORT on the part of the 
| operator a change may be made from horizontal radiography to 
horizontal fluoroscopy, or vice versa, without moving the patient 
from the table. The change from vertical fluoroscopic to vertical 
radiographic positions is equally easy. 


Low in price with many Extra Value features. 

121 steps of kilovoltage regulation, making possible the universally 
valuable thickness-of-part technic for the most accurate radio- 
graphic end results. 

A standard Bucky diaphragm may be used, or, where extreme 
economy dictates, a stationary grid may be used. 
| Exposure timing done by x-ray timer, not by less accurate Bucky 
timing mechanism. 

A full size 12”x16” Fluoroscopic Screen supplied AT NO EXTRA 
| CHARGE. 

Neon-lighted foot switch for easy location in darkened room during 
fluoroscopy. 

Absolute safety for patient and operator. 

“Spacesaver" available also in 250 MA, 100 MA, 75 MA, and 50 
MA models, each with remote control. 


FISCHER “Spacesaver X-Ray Apparatus. MA, MA. 
00 75 MA, MA, 250 MA. 


O Complete FISCHER line of X-Ray and Physical Therapy Equipment. 


© Small Down Payment—Low Monthly Payments— 
INCOME - AS - YOU - PAY Pian. 


|" () FREE Scaled Floor Plan showing above Units in My Office. . 


() FREE Manual of Simplified X-Ray Technic 


| RADIOGRAPHIC-FLUOROSCOPIC UNIT AND EXAMINING TABLE ’ 
| 4 
| 
| 
and | 
pHY pill Sts-r 
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PRESENT 


OUR 21st CHRISTMAS SEAL 


FOR RESEARCH 


FOR STUDENT LOAN 


USE + DISTRIBUTE + CONTRIBUTE 


1951 Goal +¢ $40,000 
90% for Research ¢ 10% Student Loan 


The Committee on Christmas Seals 


Sponsored by Stephen M. Pugh, D.O., Chairman 
The American S. V. Robuck, D.O. 
Osteopathic Association Alexander Levitt, D.O. 


R. C. McCaughan, D.O. 
212 E. Ohio St., Chicago, 11 C._N. Clark, D.O. 


Rose Mary Moser 


RESEARCH AND EDUCATION PAY DIVIDENDS 
IN PROGRESS 


USE — DISTRIBUTE — CONTRIBUTE 


/ 
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The Journal of the 
American Osteopathic Association 


PUBLISHED MONTHLY BY THE AMERICAN OSTEOPATHIC ASSOCIATION 


Vol. 51, No. 2 


212 East Ohio St., Chicago 11, IIl. 
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Osteopathy, the Complete Approach to Health* 


HARVEY GUY SWANSON, A.B., A.M., D.O. 
Kansas City, Mo. 


We are assembled here in annual convention as 
men and women devoted to advancement in the science 
and the art of healing. It is now 55 years since we 
first met in this capacity and we have passed from 
infancy and immaturity to the age of full accountability 
with all its attending responsibilities for past, present, 
and future programs of action designed to approach 
and, wherever possible, attain the inherent objectives 
of our profession. 

The theme of this convention, “Osteopathy, the 
Complete Approach to Health,” is a forthright expres- 
sion of the primary purposes of the professional life 
of each of us. To maintain steadfastly a realistic and 
fully comprehensive view of this objective requires 
that we re-examine and redefine with persistent fre- 
quency the osteopathic concept of disease and health 
in the light of the revealing experiences encountered 
in the constantly developing and maturing programs of 
our research laboratories, in the rewarding experience 
of our physicians engaged in daily practice, and in our 
expanding programs of college education. Let us then 
never cease to be constructively critical of each trend 
in thought, each step on the trail, each day’s labor, to 
the end that our status in the whole field of therapeutic 
science shall be characterized by clarity of rationale 
and maturity of judgment. Fortunately osteopathy 
has never suffered from the perils of inflated growth. 
We have'reached our present mature state gradually 
but inevitably because the foundation of our profes- 
sional structure rests upon fundamental truth. Our 
progress has been notable for unwavering fidelity to 
conviction and perseverance in toil unsurpassed in 
the history of contemporary professional achievement. 
We have had the courage and professional moral fiber 
necessary to withstand the temptations of countless 
fleeting fads and fancies which serve only to becloud 
the vision and thwart the purpose. 

Andrew Taylor Still firmly fixed the cornerstones 
of our professional structure in the original charter 
granted the American School of Osteopathy which 
reads in part: 

The object of this corporation is to establish a College of 
Osteopathy, the design of which is to improve the present 
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system of Surgery, Obstetrics and the treatment of diseases 
generally, and place the same on a more rational and scientific 
basis, and to impart information to the Medical profes- 
sion, and to grant and confer such honors and degrees as 
are usually granted and conferred by reputable Medical 
Colleges. . . . 
That language is mute evidence that Dr. Still had 
found, during half a lifetime in medical practice, that 
the contemporary modalities of treatment were largely 
inadequate and all too often wholly ineffective. That 
language, furthermore, bespoke with frank directness 
the unlimited scope of the osteopathic school of prac- 
tice in and beyond the then foreseeable future. It is a 
simple, forthright declaration of intent to improve 
upon the practice of medicine then, now, and tomorrow. 
For two decades preceding that declaration of 
purpose, Dr. Still strove to disabuse his mind of the 
meaningless platitudes of empirical dogmatism and to 
discover a rational approach to the improvements he 
so earnestly sought in the practice of his chosen pro- 
fession. The primary and immediate result of that 
long and lonely struggle was the evolution of diag- 
nostic and treatment procedures based on thoughtful 
palpation and reasoned manipulation in an unrestricted 
variety of disease conditions. This was a new and 
revolutionary approach to diagnosis and treatment and 
the results were often spectacular and always com- 
pletely rational in the light of factual knowledge of 
anatomy and physiology. The fundamental fact that 
perversions of structure produce disturbances in func- 
tion emerged and became basic in the new thesis. The 
relationship between cause and effect was removed 
from the quagmire of doubt and indecision and made 
the basis of intelligent approach to treatment. That 
was a distinctive departure from the prevailing order 
of therapeutic thinking and that wholly new concept 
set the pattern for early teaching procedures in osteo- 
pathic education. The major endeavor to establish the 
relationship between body structure and body function 
was obligatory and consumed most of the time, the 
attention, and the resources of osteopathic educational 
facilities during the first decade of their existence. 
The achievements of that period of intensive labor 
were phenomenal. To define the osteopathic lesion and 
to create the skilled technics of osteopathic manipu- 
lative treatment was the fixed objective and there 
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was no wavering of purpose. Today, 50 years later, it 
is most refreshing to reread such commentaries of the 
period as “The Principles of Osteopathy” by Hulett, 
and similar works by Hazzard, McConnell, and others. 

The fact that the pioneers in osteopathic education 
were obliged to place great emphasis on manipulative 
treatment to make secure a new and fundamental 
concept explains, in part, a certain fixation in the 
minds of a large segment of the public that osteopathy 
is a “drugless school of practice,” a “limited system of 
treatment,” or is “not the practice of medicine and 
surgery.” Strangely enough, that aberration of thought 
known to psychologists as “mind-set” is not limited 
entirely to the public mind but persists, we must admit, 
in the minds of some osteopathic physicians as well. 
However, it is necessary only to reread our basic 
charter previously quoted, and to review the cata- 
loged history of osteopathic educational curricula to 
see the lack of validity in this type of thinking. The 
now well-enunciated principles of osteopathy are fun- 
damental truths and are not to be classified as mere 
empirical dogma. Scholarly search for the scientific 
bases of these principles has been highly rewarding 
and the continuing studies in experimental laboratories 
daily enrich the growing store of useful and helpful 
knowledge. Recognition of osteopathic research from 
outside the profession can be noted in increasingly 
respectful and frequent public attention, in the favor- 
able action of law-making bodies, in the decisions of 
jurists, in the policies of governmental agencies, and 
in the deliberations of societies of scientific men and 


women. It is a source of justifiable professional pride. 


that osteopathy has actually lived the time-tested fact 
that self-help is the primary requisite for securing 
public approbation and the right to share in the bene- 
factions of public philanthropies. 

The formal organization of the osteopathic pro- 
fession had barely completed the first decade of its 
life when Dr. Louisa Burns began her investigations 
into the purely scientific bases of the principles of 
osteopathy. Unceasingly for 50 long years this bril- 
liant student has kept at the task and the recent sum- 
mation of her vast and laborious efforts has served 
to rationalize the practice of osteopathy as perhaps 
no other published work has done in the history of 
the profession. There are others who have added 
much in original thought ; however, to list the names of 
all who have engaged in programs of serious study 
and earnest research would be to compile a veritable 
“Who’s Who” of osteopathy. It must remain the 
task of some future historian to record their deeds 
and names in lasting testimonial. It would be trite 
indeed to engage here in what would be at best 
superficial speculation. However, it must be said that 
the concept of osteopathy as a complete approach to 
health has been advanced markedly as a result of 
these labors in the solitude of libraries and laboratories 
where immediate rewards are meager and all too often 
without glamour. 

The American Osteopathic Association from its 
earliest years has encouraged and promoted advanced 
study and exhaustive research, for it has been keenly 
conscious of the fact that the maintenance of high 
professional and public relations is based upon the 
continuous advancement in knowledge as revealed in 
the ever-widening services rendered the public by 
osteopathic physicians. The Association has given 
encouragement not only by praiseworthy publicity in 
the columns of official publications but also by generous 
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allotment of funds from a budget often strained to 
and, at times, beyond the breaking point. Over the 
years our national association has sponsored or guaran- 
teed the financial demands of approved research pro- 
grams costing approximately a quarter million dollars, 
a sum which does not include those funds derived 
from independent sources. The matter is introduced 
here only to indicate the positive leadership in the field 
of advanced study taken by those who have been 
chosen for positions of highest responsibility. As a 
result of this policy emanating from the top levels of 
our official family through the years, coupled with the 
devotion of a dedicated group of profound students, 
osteopathic knowledge has been greatly enriched and 
our status in the social order has risen accordingly. 
One result of the past 50 years of tedious work 
by the relatively small group engaged in the arduous 
task of scientific study has gone quite unnoticed : Seeds 
of imagination were planted as a result of this work 
in the receptive minds of many hard-working osteo- 
pathic physicians. There was unleashed the inborn 
urge to know more and more and when so stimulated 
the human thirst for new knowledge is not easily 
denied. Ingenuity finds the way and _ perseverance 
takes command until achievement is reached. Perhaps 
the world-shaking revolutions of the past 3 decades 
played a part in arousing us all from a state of lethargy 
and smug complacency. The individual and collective 
activities of all mankind faced up to crises of exist- 
ence catapulted upon the world by the cataclysmic 
events of this generation. 

In this critical era osteopathy was fortunate, for 
a decade and a half ago, the then young Executive 
Secretary of the American Osteopathic Association 
called us to awaken and prepare for the struggle of 
survival. He came to us in the large conventions and 
in little meetings, in the big cities, and in out-of-the- 
way places urging and pleading that we prepare ade- 
quately for a much larger sphere of activity in the 
new order of things to come. Some of us thought he 
was needlessly alarmed but we all knew he was deeply 
sincere. Some of us thought his views radical although 
we all knew he was thoroughly honest. Sometimes 
he appeared burdened with anxiety, yet he was always 
confident. Sometimes we knew he was weary but 
he was always able to summon the needed vigor. 
Sometimes he was stern; always he was kind. Some- 
times he was prophetic; always he was logical. He 
is older now and there are some faint lines of care in 
his face, but we know his mind is crowded with rich 
appreciation as this convention dedicates itself to the 
proposition that osteopathy is the complete approach 
to health. Fidelity to conviction exacts high cost but 
the reward is without price. 

Coincidental with the rise, meager and sporadic 
at first, of study and research to the commanding 
position of a major professional interest and activity 
is the emergence of vast improvements in the skills 
employed by osteopathic physicians in the diagnosis, 
treatment, and over-all management of the sick in 
general and special classifications. A community of 
interests based upon the reciprocal dissemination of 
new knowledge affecting the technics and skills em- 
ployed in practice has promoted the formation of 
compact groups within the general profession for the 
purpose of individual and collective betterment. Con- 
sequently we have today, as integrated narts of the 
general professional organization, a considerable num- 
ber of admirably organized units based upon a well- 
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defined special interest with each: of these groups 
making notable contributions to the fulfillment of the 
specific objectives laid down in our basic charter of 
60 years ago. Each of these specialty groups operates 
under self-imposed standards of excellence which reach 
the high level of graduate education. These levels are 
maintained rigorously to insure individual competency 
of the highest order. The obligations of membership 
in these bodies of highly specialized osteopathic physi- 
cians has resulted in the production of an impressive 
number of forceful and able leaders exerting a pro- 
found influence on the entire academic structure of the 
osteopathic profession, for it is fact that the highest 
order of scholarship existing in the osteopathic pro- 
fession today is found in the six hundred men and 
women who hold membership in the ten organized 
colleges of special interest. As we move toward our 
professional objective to improve all phases of prac- 
tice, credit, much credit, is due these men and women 
who have had the imagination, ingenuity, and _ per- 
severance to make themselves better doctors. 

The primary function of the undergraduate osteo- 
pathic college is to provide sound basic education for 
future osteopathic physicians. Such educational pro- 
grams impose a high responsibility upon the college 
personnel. Their objective is one of single purpose 
and the vast amount of curricular materials available 
must be rigorously evaluated in relation to the needs 
of undergraduate student bodies in the process of 
grasping the full meaning of the osteopathic concept 
of health and disease. In addition, college teaching 
faculties must assay information emanating from the 
laboratories of research projects and they must also 
siphon from the mass of contributions to current 
literature tested procedures in treatment from all over 
the wide field of practice. And somehow—how nobody 
knows—many members of our teaching staffs find 
time to engage in projects of study and research of 
the highest and most helpful order. It is evident, 
then, that teaching in the osteopathic college of today 
is a task of first magnitude and a very large share of 
the responsibility in meeting the challenge crystallized 
in the theme of this convention rests upon the colleges. 
Through the years alert leadership in the American 
Osteopathic Association has provided a constructively 
critical program of guidance during the period of 
educational adjustment and development. Moreover, 
during the highly critical years of the immediate past 
the Bureau of Professional Education and Colleges 
has performed incomparable deeds in the elevation 
and unification of educational standards. The con- 
crete result is that today’s graduate of an accredited 
college of osteopathy meets the graduate from the other 
major school of medicine on the basis of full equality 
of preparation for service to the sick of mankind. In 
the permanent files of recorded work well done, no 
name is more worthy than that of the Chairman of 
the Bureau of Professional Education and Colleges 
whose self-sacrificing services have done so much to 
establish the position in public esteem now occupied 
by the members of the American Association of 
Osteopathic Colleges. Indeed osteopathy is and shall 
be the complete approach to health and it is a pleasur- 
able duty to offer deserved tribute to our colleges for 
the very large share they have had in making the 
theme of this convention more secure in the mind of 
mankind. They, also, have had imagination, ingenuity, 
and persistence. 
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We come now to appraise the status of the great 
body of osteopathic physicians who comprise the 
profession in its entirety. Many members of the 
profession outside the research laboratories, the special 
colleges, and the undergraduate schools, have been 
and are continuing to be notable contributors to the 
developing and expanding applications of the osteo- 
pathic concept of health and disease. It is these indi- 
vidual physicians in private practice who have come 
closest to the people with the osteopathic services which 
in the last analysis determine the trends of public 
opinion. Indeed the time was when individualism was 
the primary source of provocative thought and deed, 
but in this age of vastly more complex social structure 
the effectiveness of isolated individual effort is greatly 
reduced. The present enviable status of the osteopathic 
profession in the social order is the result of carefully 
calculated activities of the national association, its 
subsidiaries and affiliated bodies. You and I, the indi- 
vidual members of the osteopathic profession, have 
created this organization for the sole purpose of rend- 
ering services to each of us and thus advancing every 
aspect of our lives as osteopathic physicians. Ob- 
viously it would be impossible to enumerate these 
services here. It is sufficient to say that every osteo- 
pathic physician is an immediate beneficiary of every 
service. The theme of this convention, “Osteopathy, 
the Complete Approach to Health,” is realized exactly 
to the degree that the individuals comprising the whole 
profession participate in the programs to achieve this 
noble objective. Without detracting in any degree 
from the progress thus far attained through the 
unified efforts of all of us, it is painful indeed to 
note the fact that approximately 3,500 osteopathic 
physicians have elected to remain outside the American 
Osteopathic Association. Membership in one’s pro- 
fessional society provides a share in that peculiar 
human joy that comes alone from participation in work 
well done. Thirty-five hundred additional members 
of the American Osteopathic Association would pro- 
vide four very great aids in the march of progress. 
Those memberships would provide, first, a completely 
united profession, the value of which is beyond cal- 
culation. Second, these memberships would add a 
quarter million dollars annually to the funds so des- 
perately needed for building on and onto the structure 
of a growing and expanding profession. Third, these 
memberships would provide each one with a paid-up 
share in a great enterprise which alone in the com- 
plexity of organized society guarantees the opportunity 
and the right to be an osteopathic physician. Fourth, 
and certainly most important, they would provide 
each one of these osteopathic physicians with that 
inner glow which feeds the fire of self-respect so 
essential in the conduct of happy and successful living. 
Self-respect commands public respect and is the pass- 
key to the portals of that charmed community of pride- 
ful people where each is a shareholder in the common 
estate of us all. 


If we are to hold firmly within our grasp the 
theme of this convention, “Osteopathy, the Complete 
Approach to Health,” we must undertake with the 
care and nurture befitting so priceless a possession as 
the fundamentals of the osteopathic school of practice 
certain measures for security. There is a vital and 
distinguishing difference between the osteopathic physi- 
cian and the physician from the other major school of 
inedicine, and that vital difference lies in the osteopathic 
concept of the cause and treatment of the afflictions 
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which beset the human organism. That difference im- 
plies the obligations of birthright and to abandon or 
neglect the basic tenets of creed and conviction is 
to become an aimless wanderer benefiting neither self 
nor society. Bringing to light the hidden facts of 
pathological processes is but half the task of the 
research student. The findings of osteopathic research 
will have value to society only as results are made 
serviceable to the expanding expositions of the osteo- 
pathic concept. It is not enough that members of the 
specialty colleges acquire higher and higher degrees 
of knowledge and technical skills in the field of choice. 
It is a professional obligation to acquire also great 
skill in those technics of practice which are peculiar 
to osteopathic physicians. It is sometimes disturbing, 
if not actually alarming, to read a scholarly discussion 
pertaining to the work of a specialty college and fail 
to discern the application of osteopathic principles. 
It is not enough that the undergraduate colleges of 
osteopathy guarantee sound preparation in basic science 
and clinical curricula to insure successfully meeting 
the exigencies of licensure. The sole objective in 


osteopathic education is the production of osteopathic 
physicians and the college must cling to that purpose 
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with unyielding tenacity if osteopathy is to be pre- 
served for future generations as the complete ap- 
proach to health. Finally, the last measure for security 
rests with the great mass of osteopathic physicians 
engaged in general practice. With concerted effort we 
could change the public conception of osteopathy almost 
over night, but we have permitted ourselves to enjoy 
the rewards derived from a grateful clientele without 
assuming a fair share of responsibility in achieving 
the high aims dictated by the theme of this convertion. 
Specifically, we are responsible for the half-truth 
which forms the basis of the misconception that 
osteopathy and osteopathic manipulative treatment are 
synonymous terms which exists in the minds of a 
large segment of the public. The whole truth is that 
professional services, of whatever character, prescribed 
or administered by an osteopathic physician is osteo- 
pathic treatment, for all such professional services 
are based upon the osteopathic philosophy of the 
complete approach to and the treatment of diseases 
generally. And it is through our enlightened obedience 
to these fundamental principles that we shall maintain 
the full realization of the theme of this convention. 
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Conservative Treatment of Gallbladder Disease* 


ALAN R. BECKER, D.O. 
Jackson, Mich. 


In order to establish a frame of reference within 
which the reader can orient himself in the discussion 
of this subject perhaps it would be well to preface 
my remarks on treatment with certain general con- 
siderations. These will give a common ground from 
which to view the problem. 

First let me analyze the subject under discussion 
and relate it to the general application of the healing 
arts. Obviously the diseased gallbladder cannot be 
considered as a thing apart. Rather, the physician 
must be cognizant of the fact that he is dealing with 
an individual whose total physiology is disturbed to 
the point where symptoms of gallbladder dysfunction 
have become apparent. It is perfectly legitimate, when 
dealing with diagnosis, to consider apart, momentarily, 
certain characteristics of the individual, but in the field 
of treatment one must consider not the abstracted 
characteristics labeled “gallbladder disease” but the 
total individual. It is a primary axiom implied in 
osteopathic thinking that one cannot treat the disease ; 
one must treat the patient. 

In line with the above type of thinking there are 
two methods of conservative management of gall- 
bladder disease. The first or osteopathic method, which 
supports the philosophy stated above, considers the 
person who has the problem, the etiological implica- 
tions of disturbed physiologic mechanisms, and the 
influences in the environment which produce or con- 
tribute to the problem. The second method treats the 
disease itself, a procedure which alleviates only symp- 
toms since it is not the disease which has the patient 
‘but the patient who has the disease. Osteopathic treat- 
ment, then, is that type of treatment which is devoted 
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to rectifying the reasons why a given individual mani- 
fests the evidences of a diseased gallbladder. The 
second type of treatment may be summarized as treat- 
ment of a label hung on certain abstracted character- 
istics which may be found in many individuals. 

It cannot be emphasized too strongly that in order 
to discuss treatment from either standpoint one must 
necessarily remove from their rightful relationship 
the particular elements of the problem under discus- 
sion. However, this should be done consciously and 
with full appreciation of the fact that these elements 
must be related back to each individual who presents 
himself for treatment. 

Now to examine specific osteopathic management 
of the individual who has gallbladder disease. First 
I would like to emphasize certain diagnostic criteria 
and consider why a sick person got that way and what 
can be done about it. The classic description of the 
gallbladder patient is that of the 4 F’s—“‘fair, fat, 
forty, and female.” Consideration of these points gives 
several leads as to why a patient has gallbladder dis- 
ease. It has been postulated’ that fair, blue-eyed people 
come from racial stocks which were originally coastal 
dwellers subsisting on a diet high in minerals and 
protein and low in carbohydrates. When these people 
with their inherent behavior patterns and requirements 
subject themselves to the common modern dietary 
regime of demineralized and highly refined foods with 
an excess of carbohydrates, they have a tendency to 
overload their metabolic processes to the breaking 
point. Hence their livers finally reach the point where 
they no longer can adapt to a new behavior pattern 
and still continue to perform satisfactorily the func- 
tions of carbohydrate, protein, and fat metabolism. 
They are forced to work with inadequate tools and 
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building blocks, since they lack the trace minerals ° 


which their hereditary behavior pattern calls for, and 
they adapt first by storing the food stuffs in the most 
readily produced form, adipose tissue, and secondly 
by inadequate handling of certain fractions such as 
cholesterol. These latter fractions accumulate in the 
absence of proper metabolic processes and form the 
background of a host of degenerative syndromes in- 
cluding gallstones. 

Since the human machine is an amazingly adaptive 
mechanism it can continue makeshift processes for a 
long time if not hampered by too many other factors. 
Hence symptomatic evidence of the breakdown of 
adaptation may often be delayed until early middle 
life even though the process has been going on for 
years. It has been pointed out that a careful history 
of most sufferers from gallbladder disease will elicit 
evidence of so-called bilious attacks in childhood. The 
ratio of sex incidence of gallbladder disease has vari- 
ously been rendered as 5 to 1 or 7 to 1 with the 
feminine preponderance universally recognized. Only 
a few of the many possible explanations of this can 
be discussed here. 

It has been postulated that a direct neurologic 
connection can be drawn between the female pelvic 
viscera, particularly the cervix uteri, and the gall- 
bladder. Moreover, pregnancy plays at least a dual 
role in promoting the incidence of gallbladder disease. 
In the first place. nutritional demands of the develop- 
ing fetus produce further inroads upon the adaptive 
mechanisms of the mother’s liver and biliary apparatus 
and, secondly, the structural stress placed upon the 
mother by the ever-shifting center of gravtiy increases 
the likelihood of gallbladder disease. This second state- 
ment requires some elaboration as it brings out certain 
characteristics important in the osteopathic therapeutic 
concept. Of prime importance in this regard is the 
increasing lumbar lordosis which tends to do several 
things, structurally speaking. It shifts the weight- 
bearing stress upward into the lower thoracic spine 
—the very area from which the neurologic and cir- 
culatory controls of the biliary apparatus arise—and 
at the same time it tends to limit the free movement 
of the costal respiratory function and the crura of the 
diaphragm. Both mechanisms are likely to produce 
congestion and slowing of drainage in the liver area. 
Moreover, it is possible that in the last trimester the 
enlarged uterus may tend to tip the liver around the 
falciform ligament thus lowering the lateral liver mar- 
gin, and hence the fundus of the gallbladder, and 
raising the central and left portions. This puts changed 
tension on the omentum and interferes with free 
drainage of the gallbladder. 


Further stress upon the maternal mechanisms 
occurs due to the hormonal changes incident upon 
pregnancy. Increased function of the thyroid should 
assist the liver in its metabolism of cholesterol but 
often the nutritional and structural considerations cause 
this response to fall short of the optimum, leading to 
further increase in cholesteremia and hypothyreosis. 

It should be obvious that a consideration of these 
and other factors should be in the background of the 
physician’s thoughts as he examines the patient. Only 
when it is known or can logically be surmised why 
a person has gallbladder disease can an adequate and 
appropriate therapeutic regime be formulated. It is 
interesting to note that the same structural factors 
which are found in the female patient are prone to 
occur in the occasional male although obviously not 
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for the same reasons. In the male patient there may 
be postural stresses wherein overweight and a pro- 
tuberant abdomen are often found simulating preg- 
nancy so far as structural effects are concerned. It is 
in fact a sort of masculine pseudocyesis. The kyphotic 
dorsal spine of the desk worker or slumped posture 
of the standing worker may serve to produce the same 
type of structural problem. 

It might be well here to mention briefly the role 
of psychogenic factors as contributors to the syndrome 
of gallbladder disease. It has been recognized for 
years that such factors play a part, although their 
precise role has not been clearly portrayed. The word 
“melancholy” comes from Greek roots meaning “black 
bile” and relates to the old humoral theory of disease 
causation. Chronic boredom, anger, melancholy, or 
apathy are all emotional states which have definite 
relationships to the physiologic tone and autonomic 
balance of the individual and hence his biliary appa- 
ratus. Since good physiologic tone and autonomic 
balance depend upon a balanced interchange between 
sympathetic and parasympathetic impulses, emotional 
and psychologic factors which produce a preponder- 
ance of impulses through either of these systems can 
and often do play a part in producing and maintaining 
gallbladder disease. 


Bearing in mind these general observations con- 
cerning the etiology of the patient’s galibladder dis- 
ease, the doctor can now face the problem of thera- 
peutics as a logical extension of this type of thinking. 
The formulation of any treatment must rest upon 
an understanding of basic factors. In my opinion 
there can be no sharp line drawn between fundamental 
mechanisms as they are necessarily interdependent, 
each working with and affecting the others. However, 
for sake of clarity in discussion, I shall deal with 
them as more or less distinct fields. 

I have touched upon the probable role of nutri- 
tional and biochemical factors in the causation of 
gallbladder disease. In the past emphasis in this field 
has usually been placed upon fat assimilation because 
it is here that the gallbladder plays a major part. It 
is my contention, however, that the emphasis is mis- 
placed. If the individual is receiving an adequate 
supply of all the nutritional building blocks he needs, 
his liver and biliary apparatus should have no difficulty 
in metabolizing fats and their by-products. 


Alvarez? also supports this point of view. He 
points out that in all cases of cholecystitis without 
jaundice the bile flows from the liver into the duo- 
denum unhindered. Also, cholecystograms show that 
in many instances the gallbladder is still able to con- 
centrate the bile fairly adequately. In other cases 
the only defect is in the ability to store bile properly 
in the gallbladder during the intervals between meals. 
When this happens bile cannot be poured out in the 
usual concentration to meet the food when it enters 
the duodenum. However, patients with cholecystitis 
seldom have diarrhea with fatty stools and progressive 
weight loss—the symptoms of imperfect digestion. 
Alvarez concludes, therefore, that since cholecystitis, 
as a rule, is not due to any lack of concentrated bile 
in the upper part of the small intestine there is no 
need to avoid fats. In fact, a diet rich in fats should 
probably be recommended to patients with cholecystitis 
because fats cause the gallbladder to empty more com- 
pletely than does magnesium sulfate which is specifi- 
cally given for that purpose. 
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Although stress must be laid upon a complete 
source or sources of nutrition there are probably cer- 
tain specific factors which are more important than 
others. Among these are the fat soluble vitamins, 
particularly vitamin A; the unsaturated fatty acids, 
classified as vitamin F; and certain trace minerals. 
In the presence of these factors the liver is able to 
produce a limpid, free-flowing bile whereas in their 
absence or in the presence of an inadequate supply 
the bile tends to become thick and sluggish and the 
gallbladder has greater difficulty in emptying itself. 
Without trace minerals te help form its coenzymes 
the liver cannot completely metabolize fats, and the 
partial degenerative products, including cholesterol, 
are found in the bile in increased amounts. Here 
then is another mechanism in the causation of gall- 
bladder disease and subsequent cholelithiasis. Hence 
the physician’s therapeutic weapon should be a con- 
sideration of the source and supply of these nutriments. 


Naturally the role of structural factors in the 
patient is of vast importance in osteopathic manage- 
ment. How far-reaching this role can be is aptly 
illustrated by Louisa Burns” finding of anomalies in 
the development of the gallbladder in the progeny of 
experimental animals, one of which had an accidental 
or experimental osteopathic spinal lesion in the upper 
lumbar area. No matter how good his nutritional 
supply, the individual cannot build a sound, function- 
ing body unless, as Still has said, “we keep the gates 
of life all open.” To this end the osteopathic physician 
must carefully examine every aspect of body structure 
which can in any way affect the biliary system. Osteo- 
pathic structural lesions are most commonly found as 
a group affecting the lower splanchnic area although 
lesions of the ribs as high as the fifth thoracic and 
as low as the eleventh or twelfth thoracic may be 
involved. Vertebral lesions in this area are ordinarily 
of the so-called flexion type and the ribs are usually 
fixed with the angles tending to be high in relation 
to their articulations with the transverse processes. 
The limited respiratory excursion and increased down- 
ward or inspiratory pull of the diaphragmatic crura 
help to maintain the pattern. In the acute case asso- 
ciated with biliary colic, with or without stones, great 
relief can often be obtained by positioning the patient 
on the left side and placing the heel of the hand on 
the angles of the involved right ribs. Steady pressure 
is then applied slightly anteromedially, with just suf- 
ficient force to tend to separate these ribs from their 
articulations, and to reduce the flexion of the area. 
Pressure is maintained for several minutes until a 
giving or yielding of the tissues and motion with 
respiration begins to occur, whereupon the pressure 
is released very gradually. 

It cannot be emphasized too strongly that in the 
treatment of acute conditions of the biliary apparatus 
by manipulative measures, as in the treatment of all 
structural problems, the physician must use his train- 
ing and ability to the fullest in sensing the resistance 
of the tissues and in avoiding trauma to inflamed 
areas. Avoidance of manipulative measures is prefer- 
able to unskilled application. This does not condone, 
however, the failure to utilize every. phase of struc- 
tural reasoning and its application in these problems. 
A. T. Still’st methods as reported in “Research and 
Practice” were wiser than surgical intervention in his 
day and they still stand as an example of what can be 
done in the field of manipulation by an individual who 


Journal A.O.A, 
October, 1951 


knows the body structure and functions and can sense 
them through his hands and mind. 

During the chronic phase of the disease great 
stress should be laid on exact normalization of all the 
lesioned vertebrae and ribs in the area from the fifth 
through the ninth thoracic segments, not by indis- 
criminate thrusting technics but by measures designed 
to restore and maintain normal physiologic range of 
motion. The use of the force of respiratory coopera- 
tion as a Corrective leverage is invaluable in_ this 
regard. Structural treatment would not be complete 
in these cases without a rebalancing of the fascial 
pulls on the ventral side of the patient and re-establish- 
ment of the position of the liver. McConnell’ has 
written a great deal on the subject of how these ends 
may be accomplished. Hoover® has explained in pre- 
cise detail the methods for treating torsion strains of 
the liver. Both of the methods are useful and deserve 
study and consideration. Here I only have space to 
stress the importance of increasing the respiratory 
excursion of the diaphragm and lifting the liver, gall- 
bladder, and intestinal structures back to their normal 
relationships for restoration of function. 

Specific lesion correction is of course necessary 
in the management of dysfunction of specific organs. 
However, since the physician is dealing with a whole 
patient and not merely a group of more or less inde- 
pendent organs loosely fastened with connective tis- 
sues, he must also search for and remove structural 
factors beyond the immediate area under treatment. 
Those of us who have made a study of the applica- 
tions of osteopathic principles to the cranial mechanism 
have found through clinical observation that lesions 
of cranial structures can be an etiologic factor in gall- 
bladder disease, by affecting the vagus nerve in its 
course as it passes through the jugular foramen. 
When present, such structural changes should be given 
the same careful attention as those in more immediately 
contiguous areas for it has been borne out by personal 
experience that these factors may play a part in gall- 
bladder ‘disease. Since the role of faulty postural 
stresses affecting the splanchnic area has been pointed 
out previously the obvious fact that these stresses 
may originate anywhere in the body from the feet 
up needs only to be mentioned. Normal function of 
the tissues associated with the biliary apparatus then 
might be affected by such stresses which should be 
evaluated and treated adequately. 

All these measures designed to normalize the 
physical mechanisms involved in cholecystitis will be 
materially enhanced if at the same time appropriate 
psychologic support and counseling are utilized to lift 
the patient into a sense of well-being and emotional 
security. Since generalities are practically valueless, 
‘ach patient being a law unto himself, little more can 
be said except that the patient probably has certain 
ideas about why and how his problem arose and it 
pays to listen to him regardless of how bizarre or 
inconsequential they may seem. At least letting the 
patient “get them off his chest’” may serve to relieve 
their damaging effect to some extent. 


Here, then, is the osteopathic treatment of the 
patient with gallbladder disease from the conservative 
viewpoint: adequate study and replacement of nutri- 
tional and biochemical factors, careful and complete 
normalization of structural problems both Jocal and 
remote, and mental and emotional supportive measures. 
In addition treatment can include, purely as an ad- 
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junctive and palliative measure, the medicinal care 
of the specific gallbladder disease. Briefly, this treat- 
ment includes the use of bile acids, given in conjunc- 
tion with a bland diet abundant in uncooked fats, and 
antispasmodic medication. The use of antibiotics or 
chemotherapeutic measures may be necessary to control 
secondary infective agents such as typhoid bacilli or 
other pathogens which may invade the already dis- 
turbed gallbladder and biliary tract. These measures 
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The surgical treatment of the biliary tract largely 
resolves itself into the treatment of cholecystic or 
cholelithic disease and its complications. There is 
widespread agreement that surgical treatment is indi- 
cated when calculous disease of the gallbladder pro- 
duces distressing symptoms such as colic or dyspepsia. 
Surgery is also ‘indicated when any of the many com- 
plications caused by cholelithic disease arise. There 
is no general agreement, however, as to the treatment 
of silent gallstones. 

The exact frequency with which silent gallstones 
occur in the general population is not known although 
some idea of frequency may be drawn from necropsy 
studies. Robertson,’ in reviewing 1,027 necropsies, 
found that in 61 per cent of the subjects in which 
gallstones were found there had been no suspicion 
of this condition by the patient or his doctor prior to 
death. Obviously this percentage would not be as high 
if the physician had carefully and specifically questioned 
the patient during life. Since the introduction of 
cholecystography by Graham and Cole in 1924, the 
number of diagnosed silent gallstones in living patients 
has increased. 

Before expressing my own opinions I would like 
to review statements made by different authorities as 
to the advisability of surgical treatment. Watson? 
states, “In the usual case . . . cholecystectomy is indi- 
cated because of the many serious complications which 
gallstones may produce. . Furthermore, the im- 
portant relation of cholelithiasis to the occurrence of 
primary cancer of the biliary tract must be taken 
into account.” Another view is taken by Miller and 
Machella* who believe that it is justifiable to postpone 
surgery until definite symptoms develop. Clute and 
Kenney* are of the opinion that “in the great majority 
of simple or silent gallstone cases, an early elective 
cholecystectomy is wiser than an operation into which 
one is forced by the complications of the disease.” 
Lahey® expressed the conviction that there are no 
harmless gallstones and recommends the removal of 
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usually will relieve the symptoms of the patients even 
though the pathology is practically unaffected. Since 
it is my firm belief that every osteopathic physician 
owes his patients the best possible treatment his science 
can devise, I urge that palliative measures be used 
only until more definitive measures can be instituted. 
If the physician manages the patient, the patient can 
and will manage his gallbladder disease. 
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all gallstones because of the danger of cholecystitis 
and biliary obstruction. He further notes that the 
practice of postponing operation until symptoms de- 
velop results in many fatalities which would not have 
occurred had the operation been undertaken earlier. 

The safest policy, of course, is to evaluate each 
individual patient separately. In a few instances sur- 
gery should wot be considered because of old age, poor 
cardiac reserve, or other serious complications. From 
my own point of view I believe it advisable to recom- 
mend surgery in cases of silent gallstones if the patient 
is a good operative risk. This advice is based on the 
consideration that even though stones may not cause 
symptoms for years, they may at any time cause sud- 
den and death-threatening complications such as gall- 
bladder perforation, biliary obstruction, hepatitis, 
pancreatitis, and cholangitis. Other complications re- 
lated to gallstones, including internal biliary fistula, 
carcinoma of the gallbladder, and intestinal obstruction, 
must also be considered. 

Today physicians recommend surgery for chole- 
cystic disease more readily than in previous years. The 
lower mortality rate brought about by marked improve- 
ment in preoperative and postoperative care, anesthesia 
technics, and surgical training is largely responsible 
for this change in attitude. However, in many cases 
an early operation is not only safer but is far more 
merciful for the patient. 

After establishing the diagnosis of gallbladder 
disease it is well to evaluate the possibility of concur- 
rent disease, such as irritable colon, peptic ulcer, 
gastritis, enteritis, or other allied disease. Cholecystec- 
tomy may be of value in these conditions because 
the irritable factor is eliminated. However, one should 
not lose sight of the importance of the medical man- 
agement of each separate entity before, during, and 
after gallbladder surgery. 

In the treatment of the patient with cholelithic 
disease, the physician should be guided by certain 
general principles which usually apply preoperatively 
as well as postoperatively. One is an easily digestible 
diet. Special emphasis should be placed on the elimina- 
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tion from the diet of raw fruit, coarse vegetables, fried 
zreasy foods, and sea food in any form. Also cakes, 
shortbread, and pastries should be prohibited because 
che fat in these foods is in such complex combination 
with other food materials that extra digestive effort is 
required to break down the combination. In many 
cases it is this extra effort which creates spasm and 
cholecystic disturbance. Lean meat should be included 
in the diet because it exercises a cholekinetic and 
cholepoietic effect. A diet rich in cholesterol is not 
advisable in patients with hypercholesteremia. 

Supplementary vitamins should be administered 
orally and intravenously, both before and after opera- 
tion. Any patient with an increased serum bilirubin, 
above 0.5 mg. per 100 cc., should be given vitamin K 
injections before and after surgery. If vitamin K is 
given orally it should be given with a bile salt prepara- 
tion so that surface tension will be lowered sufficiently 
to permit fat-soluble substances to traverse the intes- 
tinal mucosa. This also holds true for vitamin A. 
Vitamin B complex is important because of its various 
functions, especially in carbohydrate metabolism. Vita- 
min C should be given for its value in tissue healing. If 
liver damage is suspected choline and methionine should 
be administered. 

In most cases of cholelithic disease a cholagogue 
is prescribed along with a hydrocholeretic, an agent 
which produces a less viscous bile. This therapy will 
improve digestion and absorption of fats and fat-solu- 
ble vitamins and will flush the biliary passages with 
large amounts of bile. It should be kept in mind that 
bile salt therapy is contraindicated in cases of severe 
hepatitis and in cases of complete biliary obstruction. 

Bowel hygiene is important as intestinal irritation 
may lead to reflex spasm of the sphincter of Oddi.’ 
Mild laxatives may be given in cases of constipation 
but in most instances I prefer a saline enema because 
of its less irritating qualities. 

Antibiotics should be administered prior to and 
following surgery in the presence of any active inflam- 
mation of the gallbladder. It has been found that 
penicillin and streptomycin are excreted by the liver 
and concentrated in the bile, exerting the desired effect 
against infection without injurious effect upon the 
liver 

The value of osteopathic manipulative treatment 
is well known in these cases. Many osteopathic physi- 
cians have had the experience of seeing the jaundiced 
patient improve rapidly under manipulative treatment 
when other therapeutic measures were yielding poor 
results. Those who have had surgical procedures 
carried out on themselves can tell of the benefits and 
relief following structural manipulation. 

The choice of an anesthetic agent should be made 
with care, using caution not to select one that is hepa- 
totoxic. Cyclopropane and ethylene are very well tol- 
erated. Cyclopropane has been found not to produce 
liver damage as measured by a fall in plasma protein.’® 
Ether anesthesia is well tolerated by patients, provided 
preoperative and postoperative intravenous carbohy- 
drate™* and protein are given. It carries with it, how- 
ever, other objectionable qualities, such as increased 
nausea and vomiting. I select anesthesia on an indi- 
vidudal basis, but do find that in the majority of chole- 
cystectomies subarachnoid block is used. 

In almost every case of cholecystic disease the 
operation of choice will be cholecystectomy. In rare 
instances, such as a patient in whom infection or dis- 
tortion has rendered the biliary anatomy indistinguish- 
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able, cholecystostomy may be preferable. Cholesystos- 
tomy may also be the operation of choice in cases in 
which removal of the gallbladder becomes too great a 
tisk because of longer operative time or in which 
cholecystectomy would increase the possibility of 
spreading the infection. Other factors which may 
support the choice of cholecystostomy are poor expos- 
ure, inadequate anesthesia, improper illumination, and 
obesity. Sometimes it may be necessary to leave the 
gallbladder in situ because of the possibility of a 
developing common duct obstruction, as in carcinoma 
of the head of the pancreas. In such a case, the gall- 
bladder may be very useful for a future shunt-type 
operation. 

Another controversial subject in gallbladder sur- 
gery concerns the time to operate in acute cholecystitis. 
Marshall and Phillips’? prefer early operation and 
suggest it should be done, if possible, within 48 hours 
after the onset of symptoms. 

The surgeon should realize that gallbladder surgery 
is most difficult because so many vital structures are 
found in such a small area. Usually the surgeon be- 
comes more cautious and his operative time lengthens 
as he becomes more aware that a slight mistake may 
spell irreparable disaster to the patient. This cautious- 
ness is intensified as the surgeon comes to recognize 
the possibility of the patient having extrahepatic 
anomolies and concealed pathology. 


It is well to mention certain important factors 
which help prevent grave damage to vital structures 
and to make successful cholecystic operations more 
attainable. Good exposure is necessary. A common 
mistake is to make an incision that is too low. If the 
abdominal opening is at a higher level it enables the 
surgeon to bring the gallbladder and biliary ducts and 
vessels into the operative field for more direct visuali- 
zation and dissection. An excellent incision for pro- 
moting the required exposure is an oblique incision 
that starts near the right inferolateral border of the 
xiphoid appendix of the sternum and extends laterally 
downward. No more than mild traction should be 
applied to the gallbladder until the cystic artery is 
isolated, clamped, and cut. This is important since trac- 
tion of the gallbladder causes a greater stretching of 
the cystic artery than of the naturally tortuous cystic 
duct and rupture of the artery near its origin from the 
hepatic artery may result. 

As to the general method of cholecystectomy 
Lahey*® suggests removal in a retrograde manner ex- 
cept when the gallbladder is inflamed. In the presence 
of inflammation it may be necessary to dissect from 
above downward and perhaps to open the gallbladder 
to be sure of important landmarks. This method of 
dissection may also be necessary in cases where en- 
trance of the cystic duct into the common hepatic duct 
is at the level of the liver hilum. 


Another rule for the avoidance of serious compli- 
cation is to isolate the junction of the common hepatic 
duct and the cystic duct before the cystic duct is 
ligated. A single hemostat should never embrace both 
the cystic duct and artery as the clamp might inad- 
vertently include the hepatic artery which is frequently 
angulated when traction is applied to the gallbladder. 
The cystic artery should not be clamped until it is iden- 
tified where it enters the gallbladder wall. If either the 
cystic or hepatic artery is torn, the surgeon should not 
stab blindly for the bleeding point. Instead, the index 
finger is passed into the foramen of Winslow and the 
thumb is passed over the hepatic artery. Pressure is 
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applied to stop the hemorrhage and then slowly re- 
leased thus enabling the surgeon to pick out the exact 
bleeding point. Rienhoff'* states that most surgeons 
agree that the abdomen should not be closed without 
drainage. He believes drainage often proves to be a 
lifesaving measure, especially if any accessory ducts 
have unwittingly been divided. Although he claims that 
no irritation will result if the drain is left in only a 
few days, this is a point for discussion. 

It should be emphasized that exploration of the 
common duct is necessary in a considerable number of 
patients operated on for gallstones. A survey from the 
Lahey Clinic’ revealed that it was necessary to explore 
the common duct in 45.7 per cent of the patients under- 
going gallbladder surgery. The most usual indica- 
tions for common duct exploration in cases with chole- 
lithiasis are: 

1. History or presence of jaundice 

2. Palpation of stones in common bile duct 

3. Presence of a dilated common bile duct. 

During and following surgery first consideration 
should be given to signs of shock. Blood, plasma, or 
glucose infusions may be necessary. It is well to con- 
sider the suggestions of Coller and coworkers’ that 
heavy loads of sodium chloride should not be inflicted 
upon the patient in the early postoperative period. 

The anoxic state must be prevented during and 
following operation. This is possible only if the anes- 
thetist and surgeon have a comprehensive knowledge 
of this subject. The physician must be certain that the 
patient has a sufficient amount of functioning hemo- 
globin and that oxygen is transported to the tissues by 
proper circulation, also that oxygen is available for the 
arterial blood and that the cellular enzymes make oxy- 
gen utilization possible. 

When a narcotic is needed morphine and atropine 
should be given simultaneously so as to insure maxi- 
mum antispasmodic effect.17 Morphine alone causes 
spasm of the sphincter of Oddi. 

Hepatic insufficiency is a postoperative threat, espe- 
cially if jaundice is present. Intravenous dextrose or 
invert sugar, amino acids, and vitamins should be ade- 
quately supplied. I routinely administer intramuscu- 
larly 100 mg. of vitamin E three times daily for 2 days. 
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Thereafter the oral form of vitamin is used. Recent 
studies indicate the usefulness of vitamin E in the pre- 
vention of thrombosis. My personal experience with 
vitamin E over the last 18 months has been very 
gratifying. 

SUMMARY 


There is widespread agreement that surgical treat- 
ment is indicated when calculous disease of the gall- 
bladder produces distressing symptoms, such as colic 
or dyspepsia. There is still much debate as to the advis- 
ability of surgery for silent gallstones. However, it is 
pointed out that early operation may save the patient 
from many of the later serious complications that are 
frequently associated with cholelithic disease. 


Concurrent diseases such as irritable colon, peptic 
ulcer, gastritis, enteritis, et cetera, should be considered. 
If present they should be treated to increase the de- 
sired results of cholecystectomy. Diet, especially the 
avoidance of fat in complex combination, is important 
in preoperative and postoperative management. 

Vitamins A, B, C, K, and E are recommended as 
well as choline and methionine. Other suggested pro- 
cedures include cholagogue administration, bowel 
hygiene, antibiotics, and osteopathic manipulative treat- 
ment. 

Subarachnoid block is usually the anesthesia 
of choice, but anesthesia should be selected on an 
individual basis. The usual operation of choice for 
gallbladder pathology is cholecystectomy although chole- 
cystostomy may be done when certain pathologic con- 
ditions favor this procedure. Operation for acute chole- 
cystitis should be early, within 48 hours if possible. 
Other operative points discussed were the importance 
of high incision, the need for clamping separately the 
cystic duct and artery, and the method of finding a 
bleeding cystic artery. 

During and after surgery the patient should be 
examined closely for shock. The administration of 
blood, plasma, or glucose solutions may be necessary. 
The threat of hepatic insufficiency should be treated by 
adequate carbohydrate, protein, and vitamin intake, 
administered either parenterally or orally. 
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Saddle Block Analgesia* 


The purpose of this paper is to report our experi- 
ence with saddle block analgesia in the control of the 
discomfort of labor. The results of this experience 
have been gratifying and it is our opinion that the 
saddle block is one of the best analgesic technics in 
use for the relief of terminal stage discomfort and also 
that it is the safest to mother and baby. 

The 1,000 patients in this series were parturients 
at the Flint Osteopathic Hospital, Flint, Michigan. 
Thirty-two per cent of the patients were primiparas 
and 68 per cent were multiparas. Delivery was spon- 
taneous in 16 per cent of the cases. Outlet forceps 
were required in 69 per cent, low forceps in 9 per 
cent, and mid forceps in 6 per cent. 

An appraisal of the saddle block technic by the 
departments of anesthesia and obstetrics was first 
considered early in 1948 following favorable reports 
of its use elsewhere.’? On March 7, 1948, we per- 
formed our first saddle block for vaginal delivery. 
Our results were good and we began making fewer 
deliveries using caudal analgesia because in many 
instances this procedure had not given complete satis- 
faction to the patient. Furthermore, saddle block 
analgesia can be used in a greater percentage of cases 
than can caudal analgesia. In this series the only 
contraindications for saddle block analgesia, in addi- 
tion to those that exist for all conduction analgesia 
technics, were marked anemia and a definite skin 
infection near the site of the injection. The technic 
of saddle block analgesia is relatively simple for the 
qualified anesthesiologist and a minimum of anesthetic 
agent is required. Moreover, the saddle block technic 
causes little variation from the normal physiology of 
delivery. 

In administering the anesthetic a short-bevel 22 
gauge spinal needle was used. The site of injection 
was the third or fourth lumbar interspace. When 
injections were made superior to this point they tended 
to slow labor contractions or to decrease moderately 
the intensity of the contractions. When injections 
were made inferior to this point the analgesia was 
confined to the perineal area alone and enabled some 
patients to feel severe uterine contractions. They 
experienced a sensation of stretching and pulling. 
Although unable to describe this discomforting sensa- 
tion clearly, patients did not interpret it as pain. The 
physiological mechanism of this sensation may come 
through the reflex impulse of the craniosacral nerve 
supply or the branch of the hypogastric (presacral) 
nerve which has not become paralyzed by the saddle 
block. It is through this mechanism that patients may 
feel some discomfort when there is a large amount 
of urine in the bladder. 

Heavy Nupercaine was the anesthetic agent em- 
ployed. Dosage varied from 2.5 mg. to 4 mg., depend- 
ing upon the size of the patient and the degree of 
progress of labor. In saddle block analgesia the 
anesthetic agent is administered between contractions. 
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The cervix must be at least three fingers dilated with 
complete effacement and the presenting part must be 
at a low station. In our first 45 cases of saddle block 
analgesia we prepared our own solution of heavy 
Nupercaine. For the remainder of the cases we used 
prepared stock solution with no alterations in side 
reactions or analgesic effects. One important finding 
which we made was that good results cannot be 
achieved with the saddle block technic if the anesthetic 
agent is administered while the patient is in a bed. 
The patient should be placed on a table or cart, 
preferably a table which can be tilted. When the 
anesthetic is given in bed a so-called “anesthetic pocket” 
is formed whereby the anesthetic is pooled and anal- 
gesia is produced over a relatively small and unpre- 
dictable area. The pooling of anesthetic is a frequent 
occurrence in the technic of continuous epidural 
analgesia.+ 

Different hospitals use different premedications 
for labor discomfort. We feel that the use of Demerol 
preceding the administration of the saddle block anes- 
thetic plays an important role for two reasons: First, 
not only is the adrenal activity reduced, slowing the 
metabolic rate and prolonging the absorption of the 
anesthetic agent, but the patient’s apprehension is 
alleviated by inhibiting mental stimuli.t| Second, we 
believe that Demerol may act as an antidote to adverse 
side reactions which may result from the anesthetic 
agent. Anesthesiologists have found that with the use 
of Demerol there is less drop in blood pressure than 
when it is not given.* This reaction is attributed to 
the fact that the patient’s apprehension and restlessness 
are allayed while on the delivery table. In our experi- 
ence there was a high incidence of nausea and vomiting 
when Demerol was not used as a premedication. Some 
patients became nauseated following the administration 
of Demerol but the incidence was no greater than 
might normally be expected. 

It is our impression from this series that the 
incidence of complication from saddle block analgesia 
is very low. However, it requires experience and 
vigilance on the part of the anesthesiologist to maintain 
this low incidence. The exhausted or dehydrated 
patient must be observed very closely. At least six 
blood pressure readings were recorded on most of 
our patients in this series. These recordings were 
made at intervals of 5 minutes, or more frequently 
if warranted. It was a standard procedure to record 
readings for a period of 30 minutes. After this 
period we found that the anesthetic agent was usually 
set and the blood pressure stabilized. Clinical observa- 
tion included watching closely the general condition of 
the patient and checking her pulse, the fetal heart 
tones, and the level of anesthesia. There were always 
oxygen and emergency drugs ready if needed. In some 
cases the blood pressure drop varied from 10 to 30 
mm. Hg. Those patients who were found to be hyper- 
tensive were usually given from 0.2 to 0.3 mg. of 


tGood illustrations of the pooling of anesthetic can be found in 
“Pitkin’s Conduction Anesthesia.” 
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neosynephrine intravenously or 25 mg. of ephedrine 
sulfate intramuscularly to support the blood pres- 
sure.*? A large percentage of the patients showed no 
change whatsoever in their blood pressure recordings. 
Those patients with a low normal of 100 systolic 
were given a vasopressor drug if the record showed 
a fall below 90 mm. Hg. at any time. 


In this series we failed to get a successful spinal 
puncture on only one patient. This failure was at- 
tributed to a marked spinal curvature. Therefore, in 
our opinion, we had no failures with saddle block 
analgesia where a tap was successful. This was due 
in part to the standardization of technic and in part 
to cooperation between obstetrician and anesthesiolo- 
gist. 

There were a number of times when the obstetri- 
cian made an error in judgment in the diagnosis of 
a posterior occiput presentation by rectal examination 
and delivery took longer than was expected. In such 
cases the block did not last long enough to give the 
patient satisfactory relief. As a result, a little more 
than 3 per cent of our patients had to have additional 
injections of anesthetic. One patient required three 
injections for delivery. This patient had a low pain 
threshold and her obstetrician requested that the anes- 
thetic be administered early in labor in order to give 
her some rest without further narcosis. This was the 
patient’s second pregnancy. During her first pregnancy 
she experienced over 48 hours of severe active labor 
and prolonged ether anesthesia was used for the de- 
livery. It was felt that this past experience had left 
her mentally unprepared for this delivery. The patient 
had no ill effects as a result of the repeated blocks 
and had no headaches during her postpartum hospital 
stay. 

During their hospital stay patients were observed 
very closely for adverse reactions from the anesthetic. 
We questioned the nurses and the patients themselves 
after delivery about the occurrence of headache or 
other complaints. Our patients are usually discharged 
on the fifth or sixth postpartum day and opportunity 
to follow the patient after discharge from the hospital 
has been limited. However, we can say that no com- 
plication arising from the use of saddle block analgesia 
has been reported at our regular monthly obstetrical 
meetings. We have had no experience with severe 
spinal headache in this series. We did have complaints 
of some headache in 7 per cent of the patients. In 
comparison with other reports this is a very low 
percentage, however. We found that headaches re- 
sponded to osteopathic manipulative therapy or the 
use of acetylsalicylic acid in all but one patient. In 
this case we administered intravenously 1,000 cc. of 
10 per cent glucose solution and intramuscularly 7% 
grains of caffein sodiobenzoate followed by a pituitary 
substance. The patient was discharged on the fifth 
postpartum day with no complaint of headache. 


The sandbag technic was used in all of our cases. 
With this technic a small sandbag weighing about 2% 
pounds is placed on the abdomen superior to the uterus 
after delivery and is allowed to remain within the 
abdominal binder for 24 hours. We feel that the 
sandbag serves to normalize the visceral abdominal 
pressure thus preventing a pooling of the vascular bed 
in the splanchnic area. We have concluded from this 
study that a mild cerebral anemia caused by splanchnic 
blood congestion resulting from the sudden loss of 
the abdominal tumor may be one of the major factors 
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causing headache rather than slow leakage of spinal 
fluid following lumbar puncture as is commonly 
believed.® 

Another procedure used by us to prevent any 
pooling of blood in dependent areas is placing the 
lower extremities in stirrups. In fact, we almost 
routinely flex the knees and maintain them in this 
position following the administration of the anesthetic. 

Seven per cent of the patients in this series gave 
some complaint of subjective pain or incomplete relief 
with the saddle block analgesia technic. In almost 


every case we found that either the anesthetic had | 


been administered too early or some unforeseen cir- 
cumstance developed to prolong delivery. Also to be 
considered is the fact that a great majority of these 
deliveries were performed by the general practitioner. 

Approximately 4 per cent of the patients required 
some supplementary analgesia. Pentothal sodium, 
nitrous oxide, and open drop ether were the anesthetics 
used. In 10 cases a mixture of 25 mg. of ephedrine 
sulfate and heavy Nupercaine stock solution was 
administered as the agent because we foresaw a pro- 
longed second stage of labor. This decision was based 
either on the patient’s general condition or on the 
results of pelvimetry and the Snow measurement 
report. In this series saddle block analgesia was used 
on one 45-year-old patient with a history of difficult 
labor during her last pregnancy at the age of 31. Our 
records also show that in one instance a single injection 
lasted 6 hours with success; that is, no discomfort 
was felt by the patient although the fetus was in the 
midplane position in a transverse arrest. 


The following are some of the difficulties en- 
countered in this series: One patient showed an 
antepartum complication of persistent hypertension ; 
polyhydramnion was present in 3; 4 underwent pre- 
mature labor; and 2 had what seemed to be a small 
outlet pelvic measurement although there was no evi- 
dence of disproportion. Six of the pregnancies in this 
series were multiple. Intrapartum complications—dis- 
counting cases of prolonged labor—arose in 2 cases. In 
both instances the placentas were retained and hemor- 
rhages of over 600 cc. resulted. Since the various com- 
plications were widely scattered they did not appear 
to be related in any way to the use of the saddle block 
technic nor did the use of saddle block analgesia 
tend to aggravate existing complications. 

In closing, let us say that this paper is intended 
to express not our personal opinions but recorded evi- 
dence of our experiences with the saddle block technic. 
Our procedure was standard. There was no experi- 
mentation with various agents and we did not vary our 
technic. Of course the findings in this study are 
mentioned only in brief. Unimportant and minor ob- 
servations have been deleted. Also, we admit that 
clinical estimation of the effectiveness of the analgesia 
during labor was often difficult because of numerous 
variable factors including a wide variation in tolerance 
to visceral and somatic pain on the part of the patients. 


Our results were most gratifying when there was 
complete cooperation between anesthesiologist and ob- 
stetrician. Obstetrical judgment is of prime importance 
in attaining success satisfaction with this pro- 
cedure. Also, the obstetrician plays an important part 
in preparing the patient for saddle block analgesia 
and in using the available analgesic drugs to keep the 
patient fairly comfortable during the first stage of 
labor. 
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Saddle block analgesia is by no means the ultimate 
in pain relief for childbirth, but in our opinion it is 
the technic of choice in use today, éspecially for reliev- 
ing the mother of pain during the expulsive phase 
of the second stage without jeopardizing the fetus. 


SUMMARY 

1. Saddle block analgesia is a safe obstetric 
technic. 

2. It affords complete relief in the majority of 
cases. 

3. Contraindications for its use are the same as 
in all conduction technics. 

4. Hydration of the patient is important. 
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5. In administering the anesthetic, standard pro- 
cedure should be followed. 

6. The patient’s blood pressure must be recorded 
at regular intervals. 

7. The patient must be observed closely for 12 
hours following administration of the anesthetic. 

8. The incidence and severity of postpartum head- 
aches were not considered sufficient to contraindicate 
the use of saddle block analgesia. 

9. Osteopathic manipulative therapy and sandbag 
technic are helpful in alleviating headache. 

10. No serious ill effects or prolonged neuro- 
logical signs persisted over 24 hours in this series. 
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Symposium on Peptic Ulcer’ 
Anatomy and Pathologic Physiology 


NORMAN W. ARENDS, D.O., M.Se. 
Detroit 


Peptic ulcer has been known, described, and 
studied for a century and a half. Matthew Baillie 
pictured the lesion in engravings published in 1799; 
John Abercrombie wrote an account of the symptoma- 
tology in 1828; and Cruveilhier, in 1829, described 
the pathology clearly and had, as an honor, his name 
associated with the lesion for many years. Volumes of 
information have been accumulated since these early 
studies, but as in many diseases the basic process has 
been elusive. All of this study has, however, uncovered 
much useful information. Any discussion to improve 
therapeutics must be aimed at reviewing the known 
aspects of the problem and to opening up further 
avenues of thought and investigation. 

The term “peptic ulcer” is a descriptive one, im- 
mediately indicating the digestive activity under certain 
conditions of the gastric secretion, pepsin, upon the 
wall of the digestive tube. Hydrochloric acid must also 
be considered since pepsin is active only in a highly 
acid medium; hence the digestant will hereafter be 
referred to as the pepsin-hydrochloric acid factor. 
These ulcers may be defined as areas showing sharply 
circumscribed loss of tissue, beginning in the mucosa 
and extending through the submucosa into the muscu- 
lar layers of the digestive tube, which results from 
failure of the mucosa to withstand the digestive action 
of pepsin-hydrochloric acid. The locations are: (1) 
the lower portions of the esophagus, (2) the stomach, 
(3) the first portion of the duodenum, (4) the jejunal 
mucosa following gastrojejunostomy, and (5) Meckel’s 
diverticulum which contains gastric glands. 


*Presented at the Fifty-Fifth Annual Convention of the American 
Osteopathic Association, Milwaukee, July 17, 1951. 


The typical peptic ulcer is round or oval. The 
proximal portion of the crater usually has an over- 
hanging edge. The aboral margin of the ulcer tends 
to be more sloping and less abrupt. Many times the 
margins are “terraced.” In the stomach the surround- 
ing mucosal folds radiate toward the crater and reach 
the edges. The ulcer may be filled with food debris, 
but usually it is only partially filled with granular, 
slimy, brown or bloody exudate. The ulcer margin is 
usually indurated and hyperemic. Many times in the 
stomach the surrounding rugae are hypertrophic. From 
the serosal aspect, a blanched area may be seen, often 
obscured, at least partially, by adhesions. 

Microscopically the result of pepsin-hydrochloric 
acid digestion is in evidence. The mucosa, muscularis 
mucosa, and submucosa are interrupted. Edematous, 
overhanging, and inflamed margins of the nature de- 
scribed above surround the defect. A layer of purulent 
and necrotic debris lies upon a layer of dead granula- 
tion tissue. Inflamed granulations are subjacent and 
in turn are based upon a layer of scar tissue. Involved 
blood vessels may be thrombotic. Periarteritis and 
perilymphangitis are in evidence. Occasionally minute 
false neuromas may be seen as well as _perineuritis. 

Usually peptic ulcer is a solitary lesion but in 
some cases, two or more are found simultaneously. The 
ulcers apparently develop rather rapidly and acquire 
their full size in a matter of 2 or 3 weeks. This does 
not mean, however, that penetration or increase in 
depth ceases in that period; rather, perforation may 
occur. Increase in diameter after this initial period is 
unusual, however. 
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Peptic ulceration shows this distribution: About 
7 per cent of ulcers are found in the lower esophagus ; 
about 25 per cent are found along the posterior wall in 
relation to the lesser curvature of the fundus; and 59 
per cent are found in the same area in the pyloric 
canal. Forty-one per cent of duodenal ulcers are found 
within 5 mm. of the pyloric ring. A lesser percentage 
occurs as far down as the ampulla of Vater. The 
gastric ulcer usually occurs near the lesser curvature 
from the sulcus angularis proximally for a distance of 
7.5 cm. Few benign lesions of this type are seen upon 
the greater curvature or in the corpus. The duodenum 
is involved most in the region of the cap, but either 
wall may be involved. 


The usual peptic ulcer crater in the stomach meas- 
ures 1.8 cm. in diameter. Some are smaller and some 
larger, but any above 2.5 cm. in diameter raises the 
question as to whether the diagnosis is correct. In the 
duodenum, the average ulcer diameter is 0.5 cm. but 
occasionally one of 1.0 cm. is encountered. Rarely a 
sharply punched-out penetrating ulcer of 4.0 to 8.0 cm. 
is found. 


With this description in mind, it is interesting to 
contemplate the cause for pain. Chronicity, periodicity, 
quality, and relationship to food taking are character- 
istics of peptic ulcer pain known to every physician. 
The exact cause for this pain is not known. Many 
theories have been proposed and have followings. One 
theory suggests that hydrochloric acid acts as the 
excitant by stimulating nerve endings. Certainly super- 
ficial or mucosal irritation can only occur in the sur- 
rounding viable margin, but it seems possible that 
deeper nerve fibers may be involved. It has been 
found, however, that in many individuals, acid secre- 
tion is highest during the night before morning when 
pain is absent. Again, in duodenal ulcer, pain is present 
for a period of 3 hours but acid secretion continues 
for a much longer period after taking food. The 
patient with carcinoma may show marked hypochlor- 
hydria but typical duodenal ulcer pain. Then too, 
some patients fail to get relief from antacids but are 
relieved by a careful ulcer regimen. 


Peristalsis or hunger contractions have been pro- 
posed as the basis of pain. Certainly peristalsis carry- 
ing the oral margin of the ulcer distally and placing 
tension on the raw areas and inflamed nerves and 
vessels could produce pain, gnawing and burning, but 
the pain is steady and constant and not colicky. 
Fluoroscopic evidence of hypermotility is often noted, 
however. 


Another group of investigators have become inter- 
ested in the duodenal bulb and tension or contraction 
of the area. They have found that passage of food 
through a nonspastic pylorus has relieved duodenal 
and gastric ulcer pain. Duodenal bulb relaxation there- 
fore seems of prime importance. But again, there is an 
objection; it is difficult to consider that with the use 
of alkalies, reduction of acidity occurs rapidly enough 
to allow relaxation. The gas evolved might help relax 
the gastric walls or pass through the pylorus into the 
duodenum relaxing the bulb. Certainly the latter seems 
much less likely. An acceptable attitude of practical 
value concerning pain might be summarized as follows: 
Since pain fibers of the gastrointestinal tract are sensi- 
tive to or receive adequate stimulus from tension, peptic 
ulcer pain results from abnormal gastric or duodenal 
cap muscular tension in turn due to irritation from 
the adjacent ulcerated area. 
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It must be remembered that the pain’ of the com- 
plicated peptic ulcer is helpful in diagnosis. Should 
perforation occur and the serosa become involved, 
steady constant pain of extreme intensity will result 
because of involvement of somatic nerves carrying 
sensory fibers. Severe hemorrhage with dilatation of 
the stomach or duodenum with blood will produce a 
discomfort in the nature of fullness with nausea. 
Obstruction will also result in the feeling of fullness 
as well as nausea and cramplike pain. 

The complications of peptic ulcer are readily 
pictured. If for some reason, peptic action continues 
to a goodly depth and a blood vessel, for example, a 
large branch of the left gastric artery, is digested away, 
massive hemorrhage with exsanguination readily oc- 
curs. If instead, the entire gastric or duodenal wall is 
digested away, the inflammatory process resulting may 
plaster the area against the pancreas or the digestive 
tube contents may be dumped into the peritoneum with 
resultant pneumoperitoneum and peritonitis. In the 
absence of surgical intervention for a penetrating ulcer 
backing up against an adjacent viscus, healing with 
marked cicatricial formation may result in the compli- 
cation of obstruction and the well-known “hour-glass” 
deformity. An ulcer astride the lesser curvature is 
particularly likely to produce this deformity. Carci- 
noma may develop in a long-standing ulcer; it is esti- 
mated to occur in about 5 to 7 per cent of cases. 


Healing without complication occurs more fre- 
quently than not. Granulation tissues fill the defect 
in the submucosa and mucosa. Surface epithelium 
grows over the defect and the scar tissue in the muscle 
coat and adjacent layers contracts with pulling of the 
overlying mucosa into a stellate configuration. Only 
the muscularis mucosae fails to regenerate. However, 
the area may ulcerate again and heal again in response 
to seasonal or unknown stimulus. 


Why a circumscribed area of the wall of the 
digestive tube should lose its inherent ability to with- 
stand pepsin hydrochloric acid is the fascinating but 
baffling problem. It is well known that the gastric 
mucosa is rapidly digested after death. This suggests 
that any failure in the production of alkaline mucin 
(and/or some unknown vital factor) results in diges- 
tion. But this does not give any indication of the basic 
mechanism. Some little information of suggestive na- 
ture has resulted from clinical as well as laboratory 
investigation. 

It has been found that the ulcer patient usually 
shows a rather typical constitution. -He tends to be a 
lanky person, frequently dyspeptic, highly sensitive, 
above average in intelligence, and with marked ambi- 
tion. He also tends to show marked autonomic irri- 
tability with sweating palms and fluctuating heart rate. 
Many an ulcer patient also has suffered marked psychic 
trauma with subsequent development of symptoms. 

Observation of the typical ulcer constitution has 
resulted in the proposal of a neurogenic theory for the 
origin of peptic ulcer. True gastric ulceration in asso- 
ciation with intracranial disease or disease of the 
hypothalamus in the region of the tuber cinereum is 
frequent. Mental patients, however, fail to show ulcer 
as do those with nervous diseases. Autonomic insta- 
bility must be, however, considered. The autonomic 
centers and the diencephalon are integrated. Thus 
emotion may effect, through the autonomic system, 
visceral control. Vagal stimulation definitely increases 
and stimulates pepsin-hydrochloric acid production. 
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Hyperperistalsis also is a result. It is quite likely also 
that a spill of stimuli from autonomic centers may 
influence cortical activity. Thus, “interplay between 
cortical centers and autonomic centers might well in- 
fluence “trophic” nerves with resultant ulceration. 
Hyperacidity, pepsin hypersecretion, and hyperperistal- 
sis would then tend strongly to develop the typical 
ulcer of punched out form. 


The shape and form of ulcers have constituted 
the basis of a vascular theory. That infarction could 
produce the conical area of destruction cannot be 
denied. In the aging patient with advanced arterio- 
sclerosis peptic ulcer is undoubtedly caused by this 
mechanism and by thrombosis. In young individuals 
this is not the case. In fact, few peptic ulcer patients 
other than the aged show any vascular disease. One 
investigator has emphasized that the upright position 
of man places tension upon blood vessels to the sulcus 
angularis or the left gastric artery. This tension could 
well produce spasm and ischemia. The fact that quadru- 
peds under natural conditions are not subject to ulcers 
was used to support this theory but it was undermined 
by Ivy’s statement that the dog has no ulcers because 
he does not worry about the stock markets.t| Other 
investigators believe they have found vascular defects 
throughout the bodies of ulcer patients. Proof has not 
been forthcoming. Certainly vascular changes are 
always present about an ulcer, but they appear always 
to be secondary. 

Endocrine activity must be considered along with 
nervous and vascular components and theories. Cer- 
tainly autonomic system imbalance is accompanied by 
endocrine changes. The pituitary gland unquestionably 
exerts some influence on gastric behavior by way of 
the blood stream. Pancreatic activity is also involved 
since the negative evidence of almost complete absence 
of peptic ulcer in diabetics is known. The thyroid 
effect is less well known. The patient with myxedema, 
however, does not show peptic ulceration. The gonads 
may be involved since this disease appears to be more 
prevalent in the male. The hormones of the digestive 
tube itself, such as secretin, enterogastrone and prob- 
ably others as yet unknown must play at least a minor 
part. Thus there must be intrinsic factors operative 
as well as extrinsic ones. 

Among extrinsic factors, all types of irritants to 
the stomach have been considered. Hyperchlorhydria 
has had much attention. Infection has been studied. 
One authority has expressed belief that ulcer is the 


1. Ivy, A. C.: Cited by Alvarez, W. C.: Nervousness, indigestion 
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result of a gastric or duodenal boil. Subacute bacterial 
endocarditis with its septic emboli does not produce 
peptic ulceration. Gastritis may or may not be asso- 
ciated with ulcer. Swallowing of infected saliva has 
been indicted. Rosenow* applied his theory of bacterial 
selectivity but the bacterial flora found in the ulcers 
varies greatly. Mechanical irritation by coarse foods 
has been studied. Certainly peptic ulcers occur in areas 
of maximum jmpingement of food upon the mucosa. 
But the question arises as to why ulcer is somewhat 
rare in primitive races ; this same argument contradicts 
a nutritional theory. 

Most ulcer patients show a marked vitamin C 
deficiency. The significance of this finding is not 
known. Ulcer frequency appears to increase in areas 
of starvation. The amino acids, histidine, and trypto- 
phan have been thought to be significant. Hypoalbumi- 
nemia is a known cause of ulcer but must be so extreme 
that it is rarely encountered. 

Food sensitivity or allergy may play an important 
role in the development of many ulcers. Anaphylaxis 
might well result in areas of lowered resistance with 
subsequent ulceration. This would account for the 
increased symptoms observed in spring and fall, and 
during upper respiratory infections. Most ulcer pa- 
tients, however, show few signs of allergy. 

Peptic ulcers then appear to be caused by different 
factors in different locations and different people. Un- 
doubtedly there is an underlying constitutional diathesis. 
This is most likely conditioned by cortical centers and 
psychic activity, by autonomic nervous system activity, 
and endocrine balance. The local area of destruction 
may represent a breakdown in this complex chain as 
expressed by vascular disturbance. 


SUMMARY 


An attempt has been made to describe the basic 
alterations in anatomy and physiology producing peptic 
ulceration. It would certainly seem logical from clinical 
observation that different etiologic factors predominate 
in different individuals. Thus the treatment and man- 
agement of the ulcer patient should be undertaken 
first with the realization that there is apparently an 
hereditary ulcer diathesis and second, with the knowl- 
edge that there are many etiologic factors involved 
and that treatment will be most effective if the pre- 
dominant etiologic factors are altered or eliminated. 
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A Review of 


Modern Medical Management of Peptic Ulcer 


STANLEY J. TURNER, D.O. 


Peptic ulcer is one of the protean manifestations 
of man’s inadequate response to the stresses of civil- 
ized existence. \any factors contribute to the specifi- 
city of end-organ expression of this unadjustment. 
Several components are found to exist in varying de- 
grees in the production of the ulcer syndrome although 
certainly all the factors involved have not, as yet, been 
delineated. The known ones have been ably indicated 
in the preceding paper of this Symposium. Mecha- 
nisms responsible for the altered physiology and various 
theories explaining the pain complex also have been 
outlined. In the absence of defined, specific etiologic 
agents, therapy is directed to the correction of the 
altered physiology and to the alleviation of pain. In 
general, then, the objectives of modern medical man- 
agement are: (1) To heal the ulcer quickly before 
the supervention of surgical complications, (2) to 
relieve the attendant pain, and (3) to prevent further 
recurrences by obviating those factors responsible for 
the “ulcer diathesis.” 

There is no consistent pattern assumed by the 
altered physiologic functions; however, the more fre- 
quently encountered aberrations are: 

1. Increase in acid-pepsin chyme mixture 

2. Increase in nocturnal gastric secretions with a 
decrease in their pH 

3. Altered vascularity of the gastric mucosa in 
the ulcer region 

4+. Perilesional edema 

5. Dystonia of the stomach and adjacent duo- 
denum characterized by achalasia, spasm of pylorus, 
increased gastric tone, contraction of duodenal cap 
and alteration in emptying time of stomach’ 

6. Decrease in gastric mucin. 

The nutritional state of individuals with peptic 
ulcers varies tremendously and is unrelated to the 
severity of the disease process itself. It is usually 
an expression of dietary limitations which are either 
self-imposed or physician-prescribed. 

The dictum that the individual must be treated 
rather than the disease process is especially applicable 
in this condition. The efficacy of general therapeutic 
measures as opposed to specific “medicaments” sup- 
ports the necessity for an over-all managerial program 
of the patient with a peptic ulcer. Bralow* implies 
that there is no treatment of peptic ulcer per se al- 
though there are many methods available for palliation 
of symptoms. Ulcers heal with or without treatment 
and, as Riese* has observed, there is no therapeutic 
pattern which seems to influence the recurrence of 
lesions. A reflection on the number of methods and 
medicaments successfully employed in the hands of 
able and established gastroenterologists attests to the 
individuality of treatment. Acute ulcers are most 
amenable to treatment whereas chronicity lessens the 
therapeutic efficacy. 


The purpose of this paper is to present a critical 
review of advances in medical therapy developed in 


Detroit 


the past decade. In its broadest sense medical manage- 
ment of ulcer includes: 


1. Diet 

2. Osteopathic manipulative treatment 
3. Physiotherapy 

4. Psychiatric counseling 

5. Occupational therapy 

6. Rest 

7. Medicinal adjuvants. 


At this time, however, it is only with the last 
that this paper will be concerned. Medicinal adjuvants 
may be classified according to the physiologic effects 
they are purported to achieve: 

Change in gastrointestinal motility 

Change in emptying time of stomach 
Reduction in pepsin 

Reduction in free hydrochloric acid 

Provision for coating and protection for the 
ulcer base 

6. Pain palliation. 


me 


Many drugs are effective in two or more ways whereas 
some have only one therapeutic advantage. Another 
method of classification is according to the major 
benefit of the drug. This is the method generally used 
and includes: 

1. Antacids 

2. Antispasmodics 

3. Vagal inhibitors 

4. Sedatives 

5. Chalones 

6. Tissue stimulants 

7. Protective and coating agents. 

The absorbable alkalies were the first medications 
used in the treatment of ulcers and they achieved wide 
distinction in the form of Sippy powders. More 
recent advances in therapy have been provided by a 
new antacid preparation, Carmethose, and a_ vagal 
depressant, Banthine. 

ANTACIDS 

Fogelson and Shoch* summarized the ideal ant- 
acid as one which combines the following therapeutic 
attributes: Rapid neutralization of acid chyme with 
absorption of the pepsin fraction of the gastric juices 
without stimulating or depressing gastric secretion, 
without causing acid rebound, without appreciably 
influencing gastric motility, and without producing 
observable systemic effects. Bralow and his associates® 
further add that it must be palatable, economically 
accessible, nonastringent to oral mucous membranes; 
that it should evolve only a modicum of carbon dioxide 
gas; that it should be prolonged in action; and that 
a small amount should neutralize much acid chyme. 
Additionally antacid should achieve the three primary 
purposes for which it is given: (1) alleviation of 
pain, (2) relief of pylorospasm, and (3) prevention 
of further erosion of the lesion. This last objective 
may not be an integral part of antacid therapy. Dick 
and Eisele® have concluded not only that healing takes 
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place without alkalies but that it is the exceptional 
case which heals with them. a 

1. Absorbable Alkalies.—The absorbable antacids 
popularized in the form of Sippy powders soon came 
into disrepute. Even their originator began to criti- 
cally evaluate their side effects as early as 1920. 
However, not until 1923 when Hardt and Rivers’ 
defined the syndrome which characterized their ab- 
sorption with its attendant displacement of acid base 
balance and concomitant chemical changes did the 
search begin in earnest for nonsystemic and nonabsorb- 
able alkalies. 

2. Nonsystemic Alkalies—The search was soon 
rewarded by the production of a surfeit of magnesium 
and calcium salts. Those which readily neutralized 
the acid chyme had the disadvantage of stimulating 
a high acid rebound. The magnesium salts produced 
diarrhea, and the continued administration of the cal- 
cium salts resulted in intractable constipation during 
the course of therapy. 


3. Colloidal Antacids.—The first colloidal prepa- 
rations were aluminum colloids. Later phosphorus salts 
were added. Advantages ascribed to this form of 
medication included greater stability and highly ad- 
sorbent and demulcent properties. Kraemer,*® however, 
found that aluminum gel, when added to an excessive 
amount of acid, was immediately converted to an 
aqueous solution of aluminum chloride. This, unless 
converted in the intestinal tract to aluminum hydrox- 
ide, is irritating and, if absorbed, inactivates prothrom- 
bin without chemically influencing its precursor, 
vitamin K. Obviously this is a distinct disadvantage 
in hemorrhage. The drug, usually taken in large 
amounts, frequently produces extreme constipation 
and occasionally produces obstipation with rectal con- 
cretions. This has been my observation in those so 
treated in the older age group or in those individuals 
who have been at complete bed rest for a long period 
of time. Bockus® cautions against absorption of 
aluminum and advises urinary checks for this chemi- 
cal at regular intervals if gastric obstruction is present 
or if there is marked delaying of the emptying time 
of the stomach. Ehrmann?’ found no urinary increase 
in aluminum but did find an increase in deposition 
of this material in the liver with an occasional altered 
hepatic function. Ivy and coworkers" point out that 
aluminum hydroxide gel withdraws phosphorus from 
the body; hence to avoid depletion in borderline 
cases they advised the use of an aluminum phosphorus 
gel. This prepared commercially sells as Phosphaljel 
and has largely supplanted the aluminum gel mixtures. 
Lichstein and his associates'* believe this product to 
be less constipating than the alumina preparations. 
All colloids, however, have the added advantage of 
inactivating pepsin even at extremely low pH levels. 


4. Protein Hydrolysates—Co Tui’s work’® on 
hyperalimentation treatment with protein hydrolysates 
and dextrimaltose mixtures, first published in 1945, 
was enthusiastically acclaimed. His’ statistics were 
compelling and the physiologic rationale was feasible. 
Polypeptides and peptones had long been known to 
reduce peptic activity but the antacid effect of the 
protein hydrolysates had not been assayed previously 
in the clinic or laboratory. The mechanisms which 
resulted in the prompt remission observed by Co Tui 
were postulated by him as follows: 


1. Rapid neutralization of the acid chyme 
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2. Reduction of peptic activity 
3. Reduction of motor and chemical activity in- 
cidental to the process of digestion 

4. Correction of the hypoproteinemia. 

Co Tui cautioned that even though this treatment 
effectively “cured” ulcers which had proved to be 
intractable to other forms of therapy, the incidence 
of recurrences was uninfluenced unless the treatment 
was continued indefinitely. 

Co Tui’s results were not corroborated by other 
workers in the field. Rossien’™* found that the antacid 
effect of the protein hydrolysates begins to decrease 
at the end of 1 hour with a subsequent increase in 
gastric secretions. This necessitates frequent multiple 
feedings. Unfortunately, however, Woldman and his 
associates’® found that hourly feedings decreased the 
neutralizing effect of the hydrolysate to the point of 
eventual total ineffectiveness. 


Hodges*® and Woldman’® working independently 
found no advantage in the use of hydrolysates in indi- 
viduals not experiencing measurable protein defi- 
ciencies. Hodges further states that in a series of 
eighteen patients all of whom fulfilled the criteria 
established by Co Tui for intractability but who were 
otherwise selected at random, only one had a total 
serum protein level below 6 grams per cent. Adams 
and Breuhaus™ state that milk is the most natural 
and effective antacid combining the amphoteric prop- 
erties of protein and the buffering action of bile and 
pancreatic juices excited by the secretogogic effect of 
the cream. The fat content delays the emptying time 
of the stomach and regulates the duodenal mechanism 
and the enterogastric reflex. This has received fluoro- 
scopic confirmation by Gershon-Cohen.** Milk usually 
buffers its own volume of average gastric acid secre- 
tion. Its use in combination with alumina gels as 
a continuous night drip by Winkelstein’® has suc- 
cessfully controlled the physiologic decrease of pH 
of nocturnal gastric secretions. This method is par- 
ticularly effective in individuals with high nocturnal 
secretory volumes if they do not object too strenuously 
to intubation. 


5. Resins.—Anion exchange resins have received 
considerable attention during the past few years and 
seem to have fulfilled, at least partially, many of the 
needs of the ideal antacid. They are nonabsorbable, 
do not enter into chemical combination with gastric 
juice constituents, and exert their effects by adsorptive 
properties only. Their action is speedy; also they 
inactivate pepsin. They are nonconstipating and non- 
irritating and, as stated before, have no systemic re- 
action since they are entirely nonabsorbable. The 
success of a resin is proportional to its size which is 
measured in terms of its “mesh.” A highly successful 
one is Resinat, a 200 mesh resin. It is particularly 
suited for use in cases ordinarily disturbed by con- 
stipation. Several investigators among whom are 
Bargen,”° Kraemer,” and Spears and Pfeiffer®? found 
that relief from pain occurred quickly and effectively. 
However, Spears reports that although symptom relief 
is obtained almost universally this is in no way cor- 
related with ulcer healing. Several of his patients 
became worse, experienced exacerbations, or developed 
major complications while under treatment with resin 
therapy even though they remained relatively pain 
free. Constipation did not complicate treatment al- 
though pre-existent constipation was not relieved. 
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6. Mucins—Mucin occupies a functional posi- 
tion midway between antacids and protective and 
coating agents. Hardt and Steigmann** cite Fogelson 
as first to use hog’s mucin in the treatment of peptic 
ulcer. It acts effectively as a protective demulcent 
coating the ulcer crater and absorbing pepsin thus 
preventing further proteolytic action. It is also a nor- 
mal antacid. Its disadvantages are its extreme im- 
palatability and its unimpressive clinical record. In 
combination with Resinat (commercially available as 
Resmicon) it has proved quite effective as used by 
Hardt and Steigmann.** 

7. Carmethose-—This brings me to the dis- 
cussion of the most recent antacid preparation, sodium 
carboxymethyleellulose (hereinafter referred to as 


S.C.M.C.), developed under the Michael Reese Re- . 


search Foundation.***> These men feel that S.C.M.C. 
more nearly approaches the ideal antacid by fulfilling 
the criteria previously outlined than any other available 
product. Using alumina gels as controls, they found 
that S.C.M.C. was less toxic, that it was more effective 
as a coating and protective agent, that it has a greater 
buffering action, and that it could be administered in 
tablet form thus providing prompt antacid action ef- 
fective 10 to 15 minutes after ingestion. This rapidity 
of action is due to (1) the preparation’s true buffering 
action in solution, and (2) its role as an anion-ex- 
change substrate in its insoluble gel phase. Its coating 
effects are prolonged for a minimum of 3 hours as 
noted by gastroscopic observations. It has the addi- 
tional advantage of providing a bulk laxative, because 
of its hydrophilic nature, and even can correct obdurate 
pre-existent constipation. However, its healing prop- 
erties could not be adequately evaluated. It is com- 
mercially available in tablets combined with magnesium 
oxide and sold as Carmethose. Each tablet contains 
S.C.M.C., 225 mg., and magnesium oxide, 75 mg. This 
is one half the amount used experimentally. The 
recurrence rate with this medication was appreciably 
less than that of the control group. S.C.M.C. can also 
be obtained in combination with 75 mg. of Trasentine, 
a synthetic antispasmodic. 

Sufficient time has not elapsed for critical ap- 
praisal of this product to emanate from other labor- 
atories. However, favorable reports are beginning to 
infiltrate gastroenterological literature. Schultz*® con- 
firms the above findings although his laboratory experi- 
ence does not parallel that of the workers at Michael 
Reese Research Foundation. 


ANTISPASMODICS 


There is no one ulcer therapy; rather, there is a 
problem of management. Invariably the program in- 
cludes diet; rest, emotional, mental, and physical; 
psychiatric counseling, usually in the office of the 
general practitioner; osteopathic manipulative treat- 
ment; antacid therapy; and antispasmodic administra- 
tion for the purpose of affecting gastrointestinal motor 
functions. The mode of action of the antispasmodic is 
through one or more of three basic mechanisms: 

1. Direct depressant action on smooth muscle 

2. Cholinergic action through parasympathetic 
nerve inhibition 

3. Potentiation of the sympathetic nervous system 
by the use of adrenergic drugs. 

Criteria for the ideal antispasmodic, as established 
by Kramer and Ingelfinger,”” include : 

1. Oral effectiveness 
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2. Long duration 
3. Freedom from toxicity 
4. Nonhabit forming 

5. Inexpensiveness. 


Kramer and Ingelfinger*’ have described and 
evaluated eleven common antispasmodics in current 
use. Trasentine was considered to be one of the more 
preferable drugs although its effectiveness does not 
quite equal that of atropine. Its side effects are ex- 
tremely rare. The dosage range is from 75 to 150 mg. 
administered three times daily 30 minutes before meals. 
It has been combined with antacids (Carmethose) and 
with sedatives (phenobarbital), and is quite effective 
in this form. One of the more recent antispasmodics 
to be used is Profenil. Its disadvantage, however, is 
that it sometimes operates as a profound vasodepressor 
with the production of symptoms due to an extremely 
lowered arterial tension. Depression of gastric secre- 
tions is variable but the degree of inhibition is usually 
not sufficient to warrant the use of antispasmodics for 
this purpose alone. It is interesting to note these 
authors’ observation that the synergistic effect of a 
combination of antispasmodics is negligible. If greater 
antispasmodic activity is desired, the dose of the chosen 
one should be increased instead of combining several 
antispasmodics in one prescription. The dosage varies 
considerably from individual to individual and in the 
same individual at different times. During periods of 
extreme stress patients respond poorly to antispas- 
modic therapy regardless of the dosage used. 


SEDATIVES 


The applications of and indications for sedatives 
in the treatment of peptic ulcer are the same as in other 
disease processes. The medical literature is replete 
with details concerning the pharmacology and dosage 
of the various known sedatives; therefore more need 
not be offered here. 


HEALING AND COATING AGENTS 

The drugs so far discussed have had no direct 
influence on the healing action of the peptic ulcer but 
have provided a more favorable milieu in which the 
natural healing processes can be facilitated. The 
desideratum of treatment is an effective healing agent. 
None has been produced to date although certain 
substances are known to expedite this process. The 
effects of ascorbic acid levels in the healing process 
are well known and many studies have been made of 
the use of ascorbic acid following surgical procedures. 
Invariably individuals manifesting an acute peptic 
ulcer have a low vitamin C blood level. Administration 
of this drug in therapeutic dosage is indicated but 
should not be given on an empty stomach as its pH 
in solution is quite low. 

Recently Anthelone has been isolated from the 
urine of pregnant women following the observation 
that frequently pre-existent intractable peptic ulcers 
healed completely during pregnancy.** Sandweiss, 
Saltzstein, and Farbman*’ found that little if any of 
this substance could be recovered from the urine of 
individuals experiencing an acute peptic ulcer. An- 
thelone promotes proliferation of fibroblastic, endo- 
thelial, and epithelial elements but has no influence on 
gastric motor or secretory functions. 

Impressed by the efficacy of chlorophyll on the 
healing of peripheral vascular ulcers and aware of its 
extreme viscosity in aqueous solutions, investigators 
empirically incorporated it into peptic ulcer regimes. 
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Under gastroscopic observation chlorophyll, combined 
with an antacid, magnesium oxide, commercially sold as 
Chloresium Powder, clung tenaciously to the bed and 
walls of the ulcer crater for several hours. Its healing 
properties, as related to peptic ulcers, have not been 
entirely evaluated but its coating action is considered 
quite effective. 
CHALONES 

A chalone, according to Steadman’s Dictionary, is 
that substance which ‘ . inhibits or diminishes cellu- 
lar activity.” Enterogastrone belongs to this category. 
It was first described by Kosaka and Lim**; later a 
purified extract of intestinal secretions high in entero- 
gastrone potency was successfully used in a parenteral 
form by Ivy*! not only to control ulcer symptoms and 
to promote healing but to prevent early recurrences 


of the lesions. It depresses both secretory and motor 


functions. Unfortunately Ivy’s initial enthusiasm could 
not be shared by other investigators whose laboratory 
results fell far short of those obtained by Ivy. Sand- 
weiss,"? for one, found enterogastrone no more thera- 
peutically efficacious than other forms of ulcer treat- 
ment. | have used it alone and in combination with 
other treatment methods and have found that in the 
oral form it has no therapeutic advantage. In fact, 
its expense does not justify its use in view of its 
therapeutic limitations. Urogastrone, a similar sub- 
stance found in urine, inhibits secretory activity only 
and its effectiveness is similar to that of enterogastrone. 
More recently Ivy** has conditionally capitulated by 
stating that although enterogastrone in subsequent ex- 
periments has not fulfilled its initial promise, it does 
incorporate antiulecer properties whose nature and de- 
gree may be ultimately defined. Physiologically, this 
seems tenable although, of course, the entire ‘ulcer 
diathesis” has not been determined in the laboratory or 
in clinical experience. Until this is done, a complete 
physiological rationale will not be possible; therefore, 
therapy must be empiric and incompletely directed at 
the correction of the altered physiology. 
BANTHINE 

An ideal therapeutic agent is one which combines 
antisecretory activity with anticholinergic properties. 
This drug should then produce no side effects in thera- 
peutic dosage, it should be readily obtainable, easily 
ingested, and inexpensive. A new drug has recently 
been described which appears to meet these require- 
ments. Banthine, according to the research results 
of Longino and associates,** exerts its effects by three 
mechanisms, two of which operate in nontoxic doses: 
(1) Atropine-like action occurs at the site of junction 
of the postganglion fibers of the parasympathetic ner- 
vous system and the effector organ and (2) blockades 
the autonomic ganglia of both the sympathetic and 
parasympathetic systems; (3) in toxic doses the drug 
produces a curare-like effect. This is especially true 
following intravenous administration. 

Early experiments indicate that Banthine produces 
a moderate decrease of total gastric secretions with 
an elevation of the pH of these solutions. However, 
its greatest effect is the reduction of gastrointestinal 
motility with a marked delaying action in the emptying 
time of the stomach. The powerful parasympathetic 
stimulating effects of Urecholine were entirely in- 
hibited by Banthine. Its effects on the cardiovascular 
system were somewhat variable although in no indi- 
vidual was there a marked change in arterial tension 
nor did postural hypotension develop. A mild increase 
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in cardiac rate was almost universally experienced. As 
a true anticholinergic drug, Banthine should be ex- 
pected to control the vagotonia which is an essential 
component of the ulcer diathesis. 

Necheles® has observed that vagotomy may suc- 
cessfully obviate peptic ulcer symptoms and appreciably 
alter gastric emptying time and retard the propulsive 
peristalsis even though laboratory reduction of free 
hydrochloric acid is not significant. This and similar 
clinical findings have resulted in the development of 
the concept that altered motility plays a more dominant 
role than gastric pH in ulcer symptomatology and in 
the healing process. 

As yet it is too soon to evaluate critically the 
clinical effect of Banthine. However, at this time it 
seems to offer some hope for a more rational basis for 
the control of ulcer symptoms. Most of the early 
clinical impressions are favorable, although enthusiasm 
should be delayed until patients have been observed 
for longer periods of time. Longino and associates” 
compare Banthine quite favorably with atropine stating 
that the motor effects of the former are more prolonged 
and free acid levels are further reduced. Of 33 
patients treated at Detroit Osteopathic Hospital with 
Banthine only 1 failed to experience prompt symptom 
relief. None have been followed long enough to meet 
the time requirement necessary for the establishment 
of a “cure”; however, 19 patients have had no recur- 
rence of symptoms for about 6 months. Twelve 
patients developed complications while under treat- 
ment and 7 of these were submitted to surgery. The 
other 5 had hemorrhages which were controlled by 
medical management alone. 

The dosage for Banthine varies with the acuity 
of the lesion and with the severity of the individual’s 
stress situation. At first doses bordering on toxic levels 
were administered. Now, however, a lesser dose has 
proved satisfactory. On an average, 50 mg. every 6 
hours, day and night, is satisfactory for maintenance. 

The -following precautions are to be observed 
in the administration of Banthine: 

1. Tablets are not to be chewed as they are very 
bitter. 

2. Patients with one of the following conditions 
are not to be given the medication : 

a. Posterolateral sclerosis with bladder atony 
b. Prostatism 

c. Glaucoma 

d. Gastric retention due to obstruction. 

3. Patients are to be advised that optic accommo- 
dations may be impaired during the early phases of 
the drug’s administration ; this effect is not long lasting, 
however. 

4. Nausea and urinary retention may develop but 
are usually transient. 

5. Dryness of the mouth invariably occurs but 
has little significance. 

6. <A liquid diet should be given initially with a 
gradual increase in food stuffs until a normal dietary 
has been resumed ; this is usually accomplished in from 
7 to 10 days. 

DIET 

Ehrmann,'' in summarizing the principles of 
peptic ulcer diet, states that the adequate ulcer diet 
should: 

1. Reduce hydrochloric acid 

2. Reduce visible particles in the ulcer crater 

3. Provide adequate nutrition. 
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The last point is best accomplished by providing fats 
as emulsions and proteins as colloids. All other food 
stuffs should be given as aqueous solutions with a low 
secretogogic potential. 

As a matter of interest I cite without further com- 
ment Smul’s anallergic diet.*° He states that peptic 
ulcer is a localized expression of a generalized gastro- 
intestinal urticaria. Its cure is simple. One needs only 
to keep from the individual the various allergenic 
ingestants which include, among others, milk, cream, 
cheese, sugar, crackers, toast, tea, et cetera. 

No new dietary achievement has been realized 
during the past decade; therefore, a detailed descrip- 
tion of those in common clinical usage today is not 
necessary as they are well known to all who have had 
any experience with peptic ulcer management. 

OTHER THERAPEUTIC METHODS 

Etamon Chloride has been used successfully to 
control the pain associated with peptic ulcer but has 
had no other influence on the course of the disease 
process itself. It has to be administered parenterally 
under strict supervision and its vascular side effects 
may be profound. 

Bernstein®* believes that the symptoms of ulcer 
are due to vascular spasm within the lesional area and 
that obviation of this spasm constitutes adequate ulcer 
control. For the purpose of obviation, intravenous 
histamine diphosphate was used. This, as is well 
known, increases gastric secretion and the amount of 
free hydrochloric acid. However, in spite of this, he 
achieved satisfactory symptom control in 90 per cent 
of ninety-two cases. This led him to conclude that 
peptic ulcer symptoms and healing are unaffected by 


behavior of 
Int. Med. 


1. Wilson, M. T.: 
stomach and duodenum in the 
41:633-641, May 1928. 


2. Bralow, S. P.: Peptic ulcer management. 
versity of Illinois College of Medicine, 1949. 


3. Riese, J. 


J. A.: Peptic ulcer—is it a psychosomatic disease? 
Gastroenterol. 15:159-164, Feb. 1948, 


Duodenal ulcer; observations on 
presence of pain. Arch. 


Master's thesis, Uni- 
Rev. 


4. Fogelson, S. J., and Shoch, D. E.: Treatment of gastroduodenal 
ulcerative disease with sodium alkyl sulfate; preliminary report. Arch. 
Int. Med. 73:212-216, March 1944. 


Bralow, S. P., et al.: Peptic ulcer in man. Am. J. Digest. Dis. 


6. Dick and Eisele: Cited by Bralow, S. P., et al.: Op. cit., ref. 5. 


7. Hardt, L. L., and Rivers, A. B.: Toxic manifestations following 
alkaline treatment for peptic ulcer. Arch Int. Med. 31:171-180, Feb. 1923. 


8. Kraemer, M.: Magnesium trisilicate N.N.R.; its position among 
antacids used to treat peptic ulcer. Am. J. Digest. Dis. 8:56-59, Feb. 
1941, 


9. Bockus, H. L.: Gastroenterology. W. 
delphia, 1943, Vol. 1, p..455. 


B. Saunders Co., Phila- 


10. Ehrmann, R.: Therapeutic aspects of peptic ulcer. Rev. Gastro- 
enterol, 14:89-98, Feb. 1947. 


11. Ivy, A. C., et al.: Effect of administration of aluminum prepa- 
rations on secretory activity and gastric acidity of normal stomach. 
Am. J. Digest. Dis. & Nutrition 3:879-883, Feb. 1937. 


12. Lichstein, J., Simkins, S., and 
phosphate gel in treatment of peptic ulcer. 
March 1945. 


Bernstein, M.: Aluminum 
Am. J. Digest. Dis. 12:65-69, 


13. Co Tui: Value of protein and its chemical components (amino 
acids) in surgical repair. Bull. New York Acad. Med. 21:631-655, 
Dec. 1945. 


14. Rossien, A. X.: Protein hydrolysates; study of effect on peptic 
ulcer patients during one year. Rev. Gastroenterol. 14:623-638, Sept. 
1947, 


15. Woldman, E. E., 
therapy for peptic ulcer. 


et al.: Evaluation of protein hydrolysate 


J. Am. M. A. 137:1289-1293, Aug. 7, 1948. 


SYMPOSIUM ON PEPTIC ULCER 


REFERENCES 


119 


gastric pH. Bernstein further reasoned that seasonal 
recurrences could be prevented by the prophylactic 
seasonal injections of histamine. Another form of 
histamine desensitization is provided by the concurrent 
injection at different intramuscular sites of ascorbic 
acid and histidine. It was thought that this combina- 
tion would liberate histamine slowly and thus prolong 
its effectiveness. Other investigators have failed to 
corroborate the evidence by Bernstein and this method 
of treatment has never gained popular clinical usage. 

As recently as 1950 reports have emanated from 
Chicago concerning the efficacy of roentgen therapy for 
the control of the ulcer pain.** However, because of 
the tendency to seasonal exacerbations of this disease 
process, this does not seem to be a very rational ap- 
proach to symptom control. 

CONCLUSION 

Since the major component of the ulcer diathesis 
seems to be a profound vagotonia brought on by the 
increased stresses of modern living, a rational approach 
to ulcer therapy is provided by the anticholinergic 
drugs. However, since all components of the ulcer 
complex are not known, the patient still must be 
managed as an individual with optimum general health 
levels being maintained at all times. At the present 
time Banthine shows promise of providing adequate 
anticholinergic action. Through its use coupled with 
a continued program of diet, rest, osteopathic manipu- 
lative treatment, office psychiatric counseling, and socio- 
logic adjustment to environmental situations, the 
morbidity of peptic ulcer may be appreciably reduced 
in the next few years. 
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Peptic Ulcer—A Surgical Problem 


J. DONALD SHEETS, D.O., F.A.C.O.S. 
Highland Park, Mich. 


It is common knowledge that peptic ulcer is a 
chronic disease characterized by remissions and exacer- 
bations and that it may be arrested but seldom cured. 
It is a serious disease, as every physician well knows, 
with a high morbidity if not a high mortality rate. 
Adequate therapy is usually difficult. Complete therapy 
is often impossible and complications are serious. Yet 
in spite of an ever-increasing interest and voluminous 
literature on all aspects of the subject, the cause of 
peptic ulcer is still unknown. 


Peptic ulcer has been known for over 2,000 years 
and the search for a satisfactory regimen in the treat- 
ment of patients with this disease has also been going 
on for many centuries. About 350 B.C. Diocles Ca- 
rystius apparently described accurately the clinical 
symptoms of ulcer of the stomach and duodenum, 
During the first century A. D. Celsus advised a soft, 
smooth diet without acid foods. Goat’s milk was also 
prescribed. And so, through the centuries, the manage- 
ment and treatment of peptic ulcer has changed very 
little in principle. 


Because of a wider knowledge of the pathologic 
physiology of disease, surgery has become more exten- 
sive in its scope and in the opportunities provided for 
recovery and for restoration of the patient to economic 
usefulness. It is only by wider dissemination of such 
knowledge that surgeons everywhere can benefit and 
thereby acquaint the general practitioner with their 
acquired information in these specialized fields. 


Although the actual operation may always remain 
the most dramatic part of surgical practice, few would 
deny that improvements in preoperative diagnosis and 
care and postoperative supervision, together with a 
broader knowledge of the factors influencing the deci- 
sion to operate, are usually more important in reducing 
the morbidity and mortality of all surgical operations 
than actual operative technic.* 


In the past 15 years our viewpoint towards the 
role of surgery in the treatment of peptic ulcer has 
altered considerably. Such factors have forced a 
complete re-evaluation of all therapeutic approaches— 
both medical and surgical. The factors which I will 
consider in this discussion, and which have been 
most adequately discussed in the preceding paper are, 
namely: A better understanding of the pathologic 
physiology of peptic ulcer from a medical standpoint 
and the lowering of mortality in subtotal gastrectomy 
to around 2 per cent. 


My own personal experience with surgical pro- 
cedures employed in the treatment of peptic ulcer 
extends from the time when gastroenterostomy was at 
its height of popularity, and when no other procedure 
was even considered for a duodenal ulcer, up to the 
present period when the situation has practically re- 
versed itself. I can well remember when surgeons were 
quite satisfied with the results of posterior gastro- 
enterostomy. Not only were they quite satisfied with 
the results, but they were so satisfied that many were 
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almost willing to state that no ulcer should be treated 
medically and that all should be treated by gastro- 
enterostomy. In addition to this, many of the advocates 
of the above procedure were quite certain that the 
incidence of gastrojejunal, marginal, or stomal ulcer 
was not over | or 2 per cent. 


Obviously, such statements have long since been 
proved inaccurate and untrue. The position should 
never have been arbitrarily taken. The leaders in gas- 
tric surgery, such as Lahey, Walters, and Mayo, had 
at that time insufficient experience with the medical 
and surgical management of the recurrent gastrojejunal 
ulcer to be impressed with the seriousness of the lesion. 
It is presently claimed that the percentage of ulcera- 
tion in the stomal site following gastroenterostomy was 
nearer 16 to 18 per cent than the 1 or 2 per cent 
claimed by the early advocates of this procedure. 
Today the attitude toward gastroenterostomy is that 
it should be confined to older people with low acidity 
and to poor risks and used then only if the hazards of 
subtotal gastric resection are not justifiable. 


It is not the purpose of this paper or this panel 
to discuss the technical procedures involved in gastric 
surgery for the relief of peptic ulcer. It is, however, 
our purpose to present more clearly to the general 
practitioner the present-day status of modern gastric 
surgery, and to give him a knowledge of the indications 
for its use together with some idea of what may be 
accomplished in those cases which so frequently require 
surgery for relief of this ever-increasing disease entity. 

In the past the statement was frequently made that 


the indications for surgery in the treatment of peptic 
ulcer were: 


1. Perforation 

2. Hemorrhage 

3. Obstruction 

4. Threat of malignancy 
5. Intractability. 


The last named was often considered the least im- 
portant of the group and even escaped definition. It 
is possible now to describe the meaning of intractability 
and to add a new method for the treatment of it.’ 


In the order mentioned, I will discuss briefly the 
more frequent and common pathological conditions in 
the stomach which require surgical treatment if the 
patient is to be relieved, his life saved, and his economic 
position in the community restored. 


Perforation.—Perforations of the stomach or duo- 
denum are relatively common. In the Detroit Osteo- 
pathic Hospital alone, which in comparison to many 
larger institutions has a relatively small percentage, 
there have been treated in the past 2 years 34 cases of 
perforated ulcer. I am sure that all physicians are 
familiar with the classical, clinical picture of perforated 
ulcer. Briefly, the age limit in our experience is from 
16 to 75 years of age; the sex incidence is predomi- 
nately male. It is important to remember that an 
ulcer history is by no means necessary. However, a 
majority of patients will give some positive evidence 
of epigastric distress, indigestion, et cetera. The dra- 
matic onset of perforation is typical in that it is sudden, 
without warning, severe, and usually overwhelming. 
Primary shock almost always accompanies the condi- 
tion. Tf the patient is seen within the first 6 hours 
after perforation the blood pressure is low, the tem- 
perature is subnormal, and there is little or no change 
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in the white blood cell count or differential smear. 
The abdomen typically exhibits “board-like” rigidity. 
Pain may radiate to the back, but the focal point of 
pain is in the epigastrium. The patient lies perfectly 
quiet and objects to movement of any kind. Many 
times adequate administration of narcotics fails to 
relieve the pain. The patient has an apprehensive, 
anxious look on his face. The only x-ray finding of 
value is pneumoperitoneum—a collection of air under 
the dome of the diaphragm seen in an upright chest 
film. It should be remembered that this is not always 
present and many times the diagnosis must be made 
without this confirmation. As time goes on following 
perforation, the mortality and morbidity rate rises 
sharply, with the first 12 hours being the most oppor- 
tune time for surgery. Barium should not be adminis- 
tered to these patients. Immediate treatment consists 
of combatting shock, inserting a Levin tube for drain- 
age, administering penicillin, and exploring the upper 
abdomen as soon as possible. Plasma in large amounts 
is often necessary. If, on opening the abdomen, the 
diagnosis is confirmed, perforations ranging in circum- 
ference from that of a kitchen match to that of a man’s 
finger may be found with varying amounts of scar 
tissue, depending upon previous inflammatory bouts. 


The surgical technic in acute perforation is rela- 
tively simple. The generally accepted procedure is 
primary closure with catgut and silk and reinforce- 
ment of the perforation by a tag of omentum. Resec- 
tion of the ulcer itself or gastric resection is not 
indicated in the vast majority of cases, the exceptions 
being those with malignancy or complete obstruction 
of the duodenum. Even in these conditions, prelimi- 
nary gastroenterostomy with resection at a later date 
is often the procedure of choice. It is most important 
that the abdominal cavity be thoroughly aspirated and 
all possible gastric secretions removed at the time of 
operation, thus avoiding the all too frequent complica- 
tion of secondary abscesses and subdiaphragmatic col- 
lections. Antibiotics should be used liberally, including 
massive doses of penicillin and streptomycin. This 
therapy should be continued for at least 5 days post- 
operatively. 


Again let me emphasize, success in the treatment 
of perforations depends upon early operation. 


Hemorrhage.—The treatment of massive gastric 
hemorrhage in peptic ulcer still remains one of the 
most difficult problems in this field and is responsible 
for most of the mortality at the present time. The 
successful treatment of acute massive hemorrhage 
depends upon the acuity of the diagnosis and the 
judgment of the internist and surgeon. The question 
foremost in the minds of all concerned in the manage- 
ment of this patient is: Will the patient cease to bleed 
spontaneously? Another question which also must be 
asked and for which an answer must be sought is: 
If the patient ceases to bleed spontaneously before a 
dangerous amount of blood has been lost, is it folly 
to operate on him during an acute imbalance of body 
fluids and blood? Generally it is far better to wait a 
safe interval and then carry out whatever surgery is 
indicated. However, if the patient is not going to 
cease bleeding, the longer the wait the greater the risk. 

The mechanisms which are most likely to stop 
bleeding are :* 


1. Retraction of the bleeding vessel 
2. Clotting at the bleeding end of the blood vessel 


i 
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3. Scarring in the ulcer area. 


In most cases of massive hemorrhage from ulcer, 
the offending vessel is a small artery. It is clear that 
in older people whose vascular elasticity has been lost 
as a result of peripheral arterial disease, the first of 
these mechanisms cannot operate. In relation to the 
possibility of clotting at the bleeding end of the of- 
fending vessel, determinations of bleeding, clotting, and 
prothrombin time are routine in the care of any bleed- 
ing ulcer patient. If the patient has a long history of 
ulcer and already has a heavily scarred duodenum, it 
is most unlikely that. new formation of scar tissue 
will in any way operate to stop the present episode 
of hemorrhage. 

For these reasons I have adopted a rather flexible 
policy. It has been my experience that patients 50 
years of age and over will not stop bleeding and early 
operation is advised. Younger patients have been 
found to cease bleeding more often than the older age 
group and conservative measures and supportive treat- 
ment is advised. There are, however, exceptions in all 
categories. 

The details of conservative management are be- 
yond the scope of this discussion. Several points, 
however, are worth emphasizing: 

1. Early x-ray of the bleeding ulcer patient is 
not contraindicated and many times will establish a 
diagnosis which is of the greatest aid in the subse- 
quent handling of the patient. It should be needless 
to state that the roentgenologist should not manipulate 
the stomach. 


2. It has been found? that massive replacement of 
blood by transfusion is not advisable and attempts to 
replenish blood loss, especially in older patients, may 
lead to cardiac decompensation. It is essential, there- 
fore, to replace lost blood cautiously. 


The surgical technic in managing the bleeding 
ulcer patient has changed considerably in recent years. 
I can well remember when the accepted procedure was 
to open the duodenum or stomach and ligate or cau- 
terize the bleeding vessel. The futility of such pro- 
cedures has been well demonstrated. If surgery is 
going to be performed, one may as well face the fact 
that nothing short of complete removal of the bleeding 
area will suffice; hence subtotal gastrectomy becomes 
the procedure of choice. Subtotal gastrectomy is often 
complicated by the presence of large volumes of blood 
in the gastrointestinal tract and by the critical depletion 
of the patient. On many occasions I have been required 
to begin gastric resection on an elderly patient with a 
hemoglobin of 40 per cent. Resection is, of course, a 
lifesaving procedure; however, the success of the 
operation depends upon the speed and skill of the 
operating surgeon. These patients will not tolerate 
well 2- and 3-hour upper abdominal surgical pro- 
cedures; hence the operation should be carried out as 
quickly as possible. 


Obstruction—As in the management of hemor- 
rhage from the stomach or duodenum so in the treat- 
ment of obstruction the surgeon must make for himself 
the decision as to whether or not the patient’s obstruc- 
tion is going to subside spontaneously. Several types 
of vomiting are commonly seen in the presence of 
peptic ulceration. Moore® refers to “reflex vomiting” 
which occurs as a manifestation of the activity of the 
ulcer and is accompanied by little or no nutritional 
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depletion of the patient. X-ray shows little indication 
of pyloric or duodenal obstruction. Another type of 
vomiting takes place in response to a_ physiologic 
obstruction at the pylorus. This has usually been said 
to be caused by “edema.” However, edema adequate 
to produce obstruction is rarely found in the folds 
about an ulcer, and it is quite likely that this so-called 
edema obstruction is frequently due to motor disorders 
in the area of the antrum, pylorus, and duodenum 
which result in failure of food to pass into the duo- 
denum and reverse peristalsis. X-ray findings are 
often confusing and may give a semblance of true 
obstruction. Vomiting also accompanies true obstruc- 
tion produced by long-standing ulceration and conse- 
quent scarring in the region of the duodenum. This 
is often spoken of as “pyloric obstruction”; “duo- 
denal obstruction” is a preferable term. 


“Reflex vomiting” should be dealt with medically, 
not surgically. Vomiting due to motor imbalance may 
occasionally require surgery because of symptomatic 
difficulties. This type should be considered in the 
category of intractability; in other words the lesion 
is intractable to conservative management. Obstruction 
caused by cicatricial tissue may be complete or incom- 
plete and requires surgery in the form of subtotal 
gastrectomy for relief. Duodenal obstruction is a 
contraindication to vagus resection, 


I shall not attempt to elaborate on the preopera- 
tive preparation of the patient who is to undergo sub- 
total gastric resection. Suffice it to say that it is 
equally important to ultimate success as the operation 
itself. Sometimes days or weeks are necessary to pro- 
duce a satisfactory protein and fluid balance in these 
patients before surgery is undertaken.* The nutritional 
balance often may spell success or failure. This is 
particularly true in the ulcer patient who has been on 
one diet or another for many years. One should not 
take the general appearance or age of the patient as a 
criterion of. his nutritional balance. Therefore, in my 
opinion, the management of duodenal obstruction from 
peptic ulcer requires subtotal gastrectomy for relief 
of symptoms. 


Threat of Malignancy.—In the past years there 
has been much discussion about what to do with the 
patient who has a gastric ulcer. On the one hand is 
a patient with achlorhydria even after histamine ad- 
ministration and with a large, obviously malignant 
lesion in the stomach. In this patient, of course, 
removal is advised. On the other hand is a patient 
with a long history of ulcer, high acidity, possibly 
multiple ulcers of the stomach, pathological defect on 
x-ray examination, and all of the criteria of a benign 
lesion. In this patient therapy by medical means is 
often carried out over a period of years. However, 
between the two extremes lies a broad band of merging 
and often confusing clinical situations. 

Reports**® indicate that as high as 15 to 25 per 
cent of diagnoses made for gastric ulcer are incorrect. 
In other words approximately one out of every four 
gastric ulcers called benign is actually malignant. These 
diagnoses were based on all present methods known, 
including gastroscopy. Moreover, the pathologist will 
admit that sometimes with the stomach in his hand he 
cannot tell if the ulcer is benign or malignant. How 
then can the physician or the radiologist who looks 
at the patient from the outside or the surgeon who 
looks at the stomach from the inside make a histologic 
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diagnosis? It has therefore become apparent to many 
gastric surgeons that the therapy of all lesions proximal 
to the pylorus should be basically surgical. By this I 
do not mean that as soon as a gastric ulcer is diagnosed 
the patient is immediately taken to the operating room. 
Rather I mean that when an ulcer is found proximal 
to the pylorus, therapy is instituted with the idea in 
mind that surgery will be carried out as soon as 
practical. Essential prerequisites for the avoidance of 
surgery are the occurrence in 6 weeks of healing and 
its rigid maintenances In the vast majority of cases, 
however, gastrectomy should be carried out. Many a 
patient who has had an allegedly benign ulcer is found 
to have a small area of carcinoma. Should this patient 
be denied an opportunity of cure simply to satisfy 
some physician’s diagnostic or therapeutic pride? 
Today there is only one cure for carcinoma of the 
stomach—early diagnosis. This applies equally to car- 
cinoma situated elsewhere in the body. The various 
surgical procedures for gastric ulcers located high in 
the stomach or at the esophageal margin will not be 
considered except to say that radical gastrectomy, even 
total gastrectomy, is the only hope of cure in these 
patients. 


Intractability.—This term has often been difficult 
to evaluate. However one of the most appealing defini- 
tions of “intractable ulcer” is that it is a gastric ulcer 
which is no longer tolerated by the patient: the patient 
has lost patience with his symptoms.? This may be too 
narrow a definition, but foo many times patients who 
have received continued therapy for ulcer have received 
poor therapy. Repeated hemorrhages influence the prob- 
lem. The age of the patient is also a factor. An older 
patient will not tolerate surgery as well as a younger 
patient. For that reason, if his ulcer is becoming a 
surgical problem, the older patient should be helped 
to accept the idea of surgery’ rather than allowed to 
procrastinate further. Another factor which enters 
into the present-day quest for surgery, is the increas- 
ing restlessness of the patient under medical therapy. 
It has become generally known to the public that 
surgical therapy for peptic ulcer is neither as radical 
nor as dangerous as it once was. Recent newspaper 
and magazine reports have furthered this trend toward 
surgery and this is to be deplored. Many patients now 
seek surgery with their first ulcer symptom and unfor- 
tunately many surgeons are equally anxious to operate 
on these patients without adequate and thorough trial 
of medical treatment. 


Vagotomy.—In the past few years much has been 
written and said regarding the value of vagotomy in 
the treatment of peptic ulcer. There is little question 
that there is a place in gastric surgery for this pro- 
cedure. However, the pendulum has already started 
on its backward swing. Vagotomy is no longer con- 
sidered the panacea it was several years ago. The 
rationale of vagotomy is that the stimulation of the 
vagus nerves cattses secretion of gastric juice which 
is high in peptic power and strongly acid. Division of 
the vagus completely abolishes the cephalic phase of 
gastric secretion. As far back as 1929 Hartzell’ re- 
sected vagus nerves in dogs and found a reduction of 
acidity and motility of the stomach. He also found 
that 2 years later the motility and gastric acidity was 
again practically normal, in spite of proved absence of 
vagal regeneration. 


In the early work of Dragstedt and his various 
coworkers*® he recommended the transthoracic or 
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subdiaphragmatic approach to the esophagus for the 
division of the vagi. Since that time transabdominal 
resection has largely replaced the transthoracic route. 
The advantages of the abdominal aproach are: (1) 
The ulcer can be examined and the surgical procedure 
selected accurately ; (2) drainage operations frequently 
required because of pyloric obstruction can be carried 
out; (3) if vagotomy is to be done for gastric ulcer, 
the benign character of the ulcer can be determined ; 
and (4) simultaneous abdominal operation can be car- 
ried out for lesions simulating duodenal ulcer such as 
gallbladder disease, Meckel’s diverticulum, and pan- 
creatic disease. 

Walters, following the completion and review of 
177 cases seen at the Mayo Clinic,?® came to this con- 
clusion: In all procedures in which gastric vagotomy 
was done for all types of ulcers, excellent results were 
obtained in only 79 per cent of the cases. He therefore 
decided that vagotomy should be carried out only in 
the following cases: 

1. Recurring gastric ulceration following gastrec- 
tomy 

2. Recurring ulceration following gastroenteros- 
tomy. 

The unsatisfactory results which he found were aue to: 

1. Gastric motility disturbances 

2. Failure of the ulcer to heal 

3. Recurrent ulceration, 

Therefore, I have restricted tne use vagotomy 
to the above categories, with the addition of intractable 
ulcer in the older group of patients. When vagotomy 
is done for intractable ulcer, it is always accompanied 
by gastroenterostomy. It is unnecessary to add that the 
procedure of vagotomy and gastroenterostomy is much 
less formidable than gastric resection. 

Complications of Surgery.—lt is only fair to con- 
clude this discussion with the complications and fail- 
ures that accompany both subtotal gastric resection and 
vagotomy... The failures of vagotomy, according to 
Walters, are listed above. The complications and 
dangers of subtotal gastric resection are: 

1. Duodenal leakage or blow-out (This factor 
probably accounts for the highest percentage of mor- 
tality.) 

2. Gastrojejunal or stomal ulcer (The incidence, 
which is about 2 per cent, will vary with the surgical 
technic. If only 40 to 50 per cent of the stomach is 
removed, the incidence of stomal ulcers will be high; 
if at least 65 to 75 per cent of the stomach is removed, 
the incidence is lower.) 

3. Failure of the stomach to empty properly or 
persistent vomiting (This has not been a common 
factor in my exnerience and when it does occur it is 
most readily controlled by the re-establishment of 
gastric drainage by Levin tube for varying periods. ) 

4. The “dumping syndrome” which is character- 
ized by the postprandial symptoms of weakness, dizzi- 
ness, palpitation, and vertigo. This term has been coined 
because of the repeated observation by the roentgenolo- 
gist that these stomachs seem to “dump” the gastric 
contents into the efferent loop of the jejunum with 
great rapidity. The term is an unfortunate misnomer. 
It has been suggested that these symptoms are due to a 
change in glucose absorption and that a rapid hyper- 
glycemic level is more quickly obtained postprandially 
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following removal of the stomach than was obtained 
before removal of the stomach. This produces an 
excessive secretion of insulin with a resultant fall to a 
hypoglycemic level which might possibly produce the 
symptom. While there is still much doubt about this, 
such complications may be avoided by creating a 
smaller stoma and thus avoiding the “dumping” action. 
The avoidance of rapid eating, of eating large amounts 
at one time, and of taking protein before carbohydrate 
also help to reduce symptoms. 


CONCLUSIONS 
1. Peptic ulcer per se is primarily a medical prob- 
lem and should be so treated ; however, surgery should 
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be kept in mind; the response and cooperation of the 
patient should determine its use. 

2. Gastric ulcers or lesions proximal to the py- 
lorus should always be considered malignant until 
proved otherwise. 

3. Subtotal gastric resection is the operation of 
choice in a large percentage of peptic lesions with 
vagotomy reserved for well-selected cases. 

4. Adequate and intelligent x-ray diagnosis and 
preoperative and postoperative care are most important 
in the reduction of mortality and morbidity in this all 
important disease. 


12561 Third Ave. 


6. Stevenson, C. A., and Yates, C. W.: Accuracy of roentgen 
diagnosis of benign gastric ulcer. Radiology 52:633-641, May 1949. 

7. Hartzell, J. B.: Effect of section of vagus nerves on gastric 
acidity. Am. J. Physiol. 91:161-171, Dec. 1929. 

8. Dragstedt, L. R., and Owens, F. M., Jr.: Supradiaphragmatic 


section of vagus nerves in treatment of duodenal ulcer. Proc. Soc. 
Exper. Biol. & Med. 53:152-154, June 1943. 
9. Dragstedt, L. R., et al.: Supradiaphragmatic section of vagus 


nerves in treatment of duodenal and gastric ulcers. Gastroenterology 
3:450-462, Dec. 1944. 


10. Walters, W., DBrownson, B. C., and Phillips, S. K.: Present 
status of treatment of peptic ulcer. 
1949. 


J. Michigan M. Soc. 48:202-208, 
Feb. 


ulcer. S. Clin. North America 21:679-687, June 1941. 


Traditionally, the beginning of a new century or a new 
half century is a time for taking stock, for assessing past 
achievements, and for determining what our needs will be in 
the future. In the field of health and welfare, the middle of 
the twentieth century finds few factors more significant than 
this: For our country this is an era of an aging population. 
The increasing’ proportion of older people today undoubtedly 
presents the Nation with one of its foremost problems in 
the conservation of human resources. . . . If we go back to 
the year 1900, for example, we find that it was a time of 
youth—the median age was just under 23 years. Today, how- 
ever, the median age is just over 30 and in 1975 it is expected 
to be 34. 


Even more striking are the proportionate shifts toward 
the older ages. Less than one-fifth of the population was 
45 years or older in 1900 but by 1960 almost one-third probably 
will have attained that age. Those who are generally lumped 
together in the old age bracket, the group 65 years or over, 
constituted about 4 percent of the total in 1900. This group 
has now almost doubled, and 10 years from now almost 10 
percent of the population is likely to be 65 years or over. 

As a people, we have not given much thought to the 
problems of the eging because we never had to. Industry 
had enough young men to man the machines; those who were 
too old or unable to work were cared for by their families. . . 
If we accept the basic premise that the greatest asset of a 
Nation is its people, then ignoring the health and social needs 
of the 11,000,000 people who are 65 or over comes close to being 
criminally negligent. Aside from all humanitarian considera- 
tions, however, society has a very real stake in insuring that 
as many of this group as possible remain productive and 
independent. Otherwise, there will remain a group of people 
who are not only non-productive but who are dependent on 
others for their livelihood and care. The effects on our ability 
to produce and on our standard of living cannot be anything 
but harmful. 


There is another purely economic factor which must be 
considered in relation to the aging. Society has the right to 
expect a full measure of return from the investment, in terms 
of training and education it puts into its citizens. This is 
impossible if older people are shunted out of industry, are 
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permitted to fall victims of disability and chronic disease, and 
are forced out of productive employment because of hiring 
prejudices or arbitrary retirement ages. .. . 


Our attention must be turned increasingly to the hygiene 
of aging. This calls for developing techniques and programs 
which will sustain productivity, maintain health, and meet the 
basic emotional and social needs of the aging group in the 
population. . . . It is obvious, too, that physiological as well 
as psychological age differs markedly in various individuals 
with the same chronological age. . . . One of the lessons from 
this for health agencies is that health services will have to 
focus attention on the individual and on individual needs in 
dealing with the aging, while at the same time seeking to 
develop and apply more general measures to groups. 


Rehabilitation and retraining are among the most impor- 
tant, albeit largely undeveloped, techniques in a program for 
dealing with the needs of the aging. Even when a chronic 
disease is not detected early, rehabilitation can mean a return 
to active, productive work by the sufferer. . . . But retraining 
has even broader and more basic implications for the aging 
group in the population. . . . Training for new and perhaps 
less strenuous types of work should begin well in advance 
of the ages when occupational changes may be desirable or 
necessary. Industry has a tremendous opportunity to retain 
the loyalty and experience of its older workers through a 
process of retraining and gradual change-over to jobs that 
will suit individual ages and capabilities. . . . 


We tend to put a premium on youth and to scrap a 
tremendous portion of our human resources. We accept too 
readily such arbitrary and unfounded ideas that older people 
are unfit because of their age and are subject to more work 
accidents and greater absenteeism. A few studies which have 
been made, in fact, tend to prove that the exact opposite is 
true—that older workers have fewer accidents and spend less 
time away from their jobs. And while it is true that more 
specific measurements of the work capacities and abilities of 
older people are needed, it is also true that there are few jobs 
for which the mature citizen cannot be trained or condi- 
tioned. . . . Joseph W. Mountin, M.D. Quoted in Industrial 
Health and Medical Programs, P.H.S. Publication No. 15, 1950. 
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TWENTY YEARS 
In retelling the old story of Jacob’s years of serv- 
ice given to Laban to win his daughter Rachel, Thomas 
Mann speaks of 25 years “not as an interval; they 
are life itself.” Twenty years is but 5 years less. 


On September 1, 1931, an osteopathic physician 
from the State of Indiana, relatively young but mature 
enough to have become a physician of note and known 
within his profession for his sense of obligation and 
leadership, became the first Executive Secretary (the 
sixth secretary) of the American Osteopathic Asso- 
ciation. A review of these 2 intervening decades, the 
most productive in the profession’s life, appears in 
the current issue of THE Forum. 


Neither nations nor institutions are made by man; 
they are evolved by the historical forces which give 
them birth. Men, the raw material shaped by the 
social milieu within which they develop, in turn mold 
and modify the very forces that are responsible for 
their being and play their role in the lives of both 
institutions and nations. Men as leaders have a lively 
sense of their place in history, but if genuine they 
will not mistake themselves for the forces from which 
they sprang. Spurious leaders, great or small, become, 
as George Meredith wrote of Ildica, bride of Attila, 
the Scourge of God, but leaves rolling upon the cur- 
rent of a rushing river. Thus it is that nations and 
institutions are not dragged down by the little men 
that are at times forced to the top, but they have the 
capacity to become greater when they are afforded the 
wise leadership of able men. 


The executive, the administrator, the statesman, 
worthy of his position, is cognizant of these simple 
but eternal verities and moves within the limitations 
they impose upon him. He recognizes the forces which 
brought his dominion into being and the powers that 
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shape and control it. These he modifies, making 
greater here, lesser there, adapting, accentuating, and 
integrating, all to the end that the purposes of history 
in relation to his dominion be served. The measure 
of his greatness lies within his genius to interpret 
these historical forces. 

Osteopathy is a product of its time. It has lived, 
developed, and matured as an institution because it has 
succeeded in serving in increasing measure the needs 
of its time. It has been fortunate since its inception 
in having men in its service who, knowingly or un- 
knowingly, have sensed the laws which govern institu- 
tions. It has been especially fortunate that the one 
man most directly concerned with its growth and 
development for the past 20 years is exactly such 
a person. 


On the twenty-third of June, 1941, at the half- 
way point of his period of leadership with the American 
Osteopathic Association Russell McCaughan spoke at 
Atlantic City before a general session of that body. 
Characteristically, he had little to say about what he 
had done as an individual, but in his closing remarks 
he took fitting notice of the passage of time, evaluating 
his relationship to his profession with such succinctness 
and clarity that the apparent truth of a decade ago 
has become the manifest truth of a decade later—20 
years following the assumption of his position of 
leadership. THe JOURNAL exercises its right to repro- 
duce that closing word: 

After ten [twenty] years of work for you, devoting 
practically every waking hour to your problems, I am sensible 
that you have no unsolvable problems. There is a_ better 
understanding of the consensus of the profession on many 
problems. Majority conclusion is on record on most subjects 
of possible disagreement, opinion openly arrived at. Objectives 
are set forth, officially, by a representative body, after study 
and discussion. You have an employed staff experienced and 
skilled in interpreting your directions—skilled in part at least, 
because we have had for years opportunity to be in contact 
with such a large n:ajority of the members of the profession. 


Speaking for that- staff, may I offer our thanks for the 
support which you offer year after year. Our rejoicings over 
victories won for and with you are sometimes overbalanced 
by our disappointments when we lose. Your frequent ex- 
pressions of encouragement and understanding go far to make 
our efforts for you successful.* 

In reply, the editors speak for the profession the 
word they know it would have them say: “Congratula- 
tions!” and the age-old phrase, “Deo volente, let 
there be another decade!” 


FEES ON THE SIDE 


The nefarious business of rebating fees, better 
known as fee-splitting, has long been unacknowledged 
but widely prevalent in various medical groups, despite 
every effort to wipe it out by ethical medical organiza- 
tions and individuals with a sense of moral values. This 
fight for above-the-board dealing has been given new 
encouragement by a recent decision of the United 
States Court of Appeals, Fourth Circuit, Lilly et al. 
v. Commissioner of Internal Revenue, 188 F. 2d 269 
(1951) establishing the moral and ethical status and 
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character of the relationship of the physician and his 
patients as constant and unchanging. The decision in 
this case involved the right of an optical company to 
deduct from its earnings as an “ordinary and neces- 
sary” business expense rebates made by the optical 
company to physicians. The optical company had 
entered into oral contracts with physicians whereby 
it agreed to pay the referring physicians one third of 
the retail price of all eyeglasses and spectacles pur- 
chased by patients. The physicians did not disclose to 
their patients the fact of this arrangement. 


The rebates were held to be not ordinary and 
necessary expenses and hence not deductible for income 
tax purposes because they violated “sharply defined 
public policy.” The court stated that the relationship 
of patient and physician is to the highest possible 
degree a fiduciary one, involving every element of 
trust and confidence. The doctor, it was stated, owes 
the duty of undivided loyalty to his patients, and a 
contract which violates this duty is unenforceable and 
opposed to public policy. One cannot at the same time 
serve two incompatible masters. 

The bait of the secret payments, the court stated, 
“hopelessly divides the trust interest of the doctor.” 
The evils to which such corrupt practice leads were 
listed as: (1) Prescription by the doctor of glasses 
where not actually necessary; (2) more expensive 
lenses than really needed; (3) recommendation of an 
inferior optician; and (4) artificial increase in the cost 
of glasses by the inclusion of the physician’s commis- 
sion, for which the physican affords no value to the 
patient. 

The court pointed out that not only have some 
state legislatures passed laws forbidding such practices, 
but also the ethical standards established by the medical 
profession are opposed to them. It could have well 
cited as authority in this regard Chapter II, Article V, 
Section 4 of the Code of Ethics of the American 
Osteopathic Association, which provides : 

It is derogatory to professional character for physicians to 
pay or offer to pay commissions to any person whatsoever 
who may recommend to them patients requiring general or 
special treatment or surgical operations. It is equally deroga- 
tory to professional character for physicians to solicit or 
receive such commissions. 

The duty of loyalty to his patients imposed by 
law upon the physician is one carefully maintained and 
protected by the courts. Any violation of it, the deci- 
sion indicates, will operate to the detriment of the 
physician and his profession. Customs or practices 
not openly acceptable to the profession and society as a 
whole will not be allowed to limit or restrict this 
fiduciary relationship. 

The decision cited above comes as a glimmer of 
hope in a period when the moral and ethical practices 
in our economic, social, and public life have become 
matters of serious concern to ethically minded indi- 
viduals. Modern conditions of life have been offered 
as an excuse to condone the recently accelerated break- 
.down in morals, but wrong, dishonor, and double-deal- 
ing have never been without an advocate. Organizations 
and individuals with principle now possess a new 
weapon in their struggle, the power of the law itself! 
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AN IMPORTANT REPORT 

Individuals connected with osteopathic institutions 
especially, and osteopathic physicians generally, should 
give careful study to the report that is reprinted on 
pages 132 to 134 of this issue of Tite JouRNAL, under 
the heading of the Bureau of Public Education on 
Health, with the title, “Health Insurance Plans in 
the United States.” It deals with portions of the Clark 
Report which is regarded everywhere as the definitive 
document to date on medical care and hospital in- 
surance. 

The fact that medical care insurance is an out- 
standing social development of this quarter century 
is attested by the present coverage of one half of the 
country’s population by some form of health insurance. 
The Clark findings, however, show great gaps in this 
coverage since voluntary plans do not cover some 80 
per cent of that portion of the annual medical care bill 
($4.4 billion in 1949) which is the minimum that is 
potentially insurable. Few prepayment plans provide 
comprehensive coverage and such growth is discour- 
aged by the frequent opposition of organized medicine. 

A decade ago Hugh Cabot' pointed out that no 
country could afford to be complacent about the 
cleavage that exists between what modern medicine 
offers and the average patient receives. Within that 
decade the tremendous growth of medical care plans 
stands revealed as a partial answer to the discrepancy. 
But the Clark Report points out that much of the 
present expenditure for health service is neither wisely 
nor efficiently spent and that there are great areas 
where medical security is not even partially assured. 

Our Bureau of Public Education on Health is to 
be commended for bringing to the osteopathic profes- 
sion some of this important document. These excerpts 
should be given the attention they deserve. Our profes- 
sion dare not be ill informed about this problem. 


CANCER TEACHING GRANTS TO 
OSTEOPATHIC COLLEGES 

As a part of the broad program of the Cancer 
Control Branch of the National Cancer Institute of 
the United States Public Health Service, cancer teach- 
ing grants have been made to each of the six approved 
osteopathic colleges. Philadelphia College of Osteopa- 
thy was notified of certification for a grant of $21,190 
on July 6; Kirksville College of Osteopathy and Sur- 
gery received notice of a $22,000 grant on August 16; 
Kansas City College of Osteopathy and Surgery was 
advised of approval of a grant of $25,000 on August 
23; and Chicago College of Osteopathy was given 
notice of approval for a $25,000 grant on September 
20. Grants of $25,000 and $20,000 respectively were 
made to Des Moines Still College of Osteopathy and 
Surgery and the College of Osteopathic Physicians and 
Surgeons in March of this year. Details concerning 
the purpose and awarding of these cancer teaching 
grants were published on pages 423 and 424 of the 
April, 1951, JourNat. 
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The newly created Bureau of Re- 
search of the American Osteopathic 
Association has given a new incentive 
and set a new goal for the annual 
Christmas Seal Campaign. Osteopathic 
physicians are urged to bring their 
knowledge of its purposes up to date 
and thereby appreciate that they have an important 
role to play in an activity which can no longer be 
rated as of minor interest to the profession. 


Every reader of this page is asked to glance 
over Report No. 4-B-1, page 66 of the September 
JournaL. There are the facts on the story of our 
research program for the past year and an outline of 
the objectives of our newly created Bureau as seen by 
its scientifically-minded chairman. 


We have a goal for research that must be realized 
in 1951-52. Its attainment is contingent in large degree 
upon the success of the 1951 Christmas Seal Campaign 
in raising $40,000. That amount of money cannot be 
raised unless every osteopathic physician will take the 
Seal Campaign and its purpose to his patients and 
enlist their help. There are many patients who will 
cooperate, not only to the extent of buying seals them- 
selves, but who will enlist their clubs and organizations 
in the cause. As osteopathic physicians we have yet 
to utilize the good will that is ours for the asking. 
These loyal people will sell for osteopathy if you give 
them the chance. 

Osteopathic Christmas seals are not new, since 
this is their twenty-first season. The first campaign 
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was born of the need for an ade- 
quate student loan fund. The original 
purpose has been so well served that 
the loan fund is now a going con- 
cern, well-based financially, never hav- 
ing had a loss. For many years the 
full amount raised was devoted to the 
loan fund, but now research absorbs 90 per cent while 
the 10 per cent that will accrue to the loan fund will 
meet its current needs. 

The Auxiliary to the American Osteopathic Asso- 
ciation is participating again this year, by both indi- 
vidual contribution and solicitation of laymen. There 
are, however, many hundreds of doctors’ wives who 
are not auxiliary members. Their interest and partici- 
pation can come only through their doctor-husbands. 
It is advisable, therefore, that each of these doctors 
emphasize to his wife the importance of this campaign 
and help her to make the story known throughout the 
groups with which she is in contact. 

It must be said that individual purchase of seals 
is not enough. The time has come when the needs of 
our profession are such that our help must be widely 
based. Through Christmas seals it is possible to tell 
the prelude to a story that must become common 
knowledge. 

We not only need financial help; we need a public 
informed about our colleges, their needs, their projects, 
and their relation to the future of our profession. Once 
they know the truth they will be for us as they have 

always been to a remarkable degree. But first, the 
success of the Campaign will be one indication of our 
own belief in our profession. 


Go Tell the People! 


RAYMOND P. KEESECKER, D.O. 


(The author of this article writes not as the Editor 
of Tur JouRNAL, but as an osteopathic physician who 
has had an opportunity to gain a new perspective on 
professional problems, with the development of a new 
set of values. First in these values is the significance 
of the profession's relationship to our colleges.) 


Ask your informed and well-read patient what 
he considers the greatest problem in professional edu- 
cation today and he will tell you that the financial 
needs of medical schools are critical, and that industry, 
organized labor, agriculture, and the medical profes- 
sion itself are back of a new fund to keep these 
professional schools from folding up. Osteopathic 
colleges will not be in his mind. 


The National Fund for Medical Education became 
news on May 17, 1951, when the story of its or- 
ganization broke in the New York Times' and was 
echoed throughout the United States. Former Presi- 
dent Herbert Hoover was but one of the important 
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people utilized to launch the new philanthropic organ- 
ization at a dinner meeting of national leaders repre- 
sentative of American life on a broad base. Its board 

of trustees consists of sixty-two leaders in all major 

walks of life, and it has an advisory council of twenty, 

fourteen of whom are university presidents. Any 

single name from the two groups would constitute a 

news item in itself. 

Launched with full fanfare, the Foundation is 
the result of 2 years of planning of the most skillful 
type, and in itself is big business with five million 
dollars as the beginning annual goal. The total amount ” 
raised yearly will flow directly into the coffers of old 
school medical education since the administrative costs 
of the fund have been underwritten by twelve long- 
established national foundations. 

The American Medical Association has pledged 
the National Fund a contribution of a million dollars 
a year and has informed its membership that it is 
expected to produce that amount of money as the 
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minimum. These doctors will make their contributions, 
not to the new National Fund, but to an organization 
set up by the AMA and called the American Medical 
Educational Foundation, the purpose of which is to 
serve old-school medicine in the same way that the 
Osteopathic Progress Fund serves our profession. 
The lump sum contributed to the AMA fund yearly 
will then be turned into the National Foundation to 
swell its total and in turn be distributed to the various 
schools. In this way the AMA will keep a close 
check on the contributions of its members. 


“BROTHER, CAN YOU SPARE A MILLION?” 


Authorities on medical education estimate that 
forty million dollars a year are needed to cover the 
medical schools’ actual operating deficit and none of 
this amount will be used for expansion of the physical 
facilities of the schools. A sour note was sounded 
in this symphony of need by the Commission on 
Financing Higher Education, which deals with all 
phases of higher education, stating that “Medical deans 
and medical schools have not yet demonstrated that 
their operations are adequately economical and effi- 
cient.”* The Commission said plainly that a part of 
the forty million annual deficit could be reduced by 
exerting a reasonable degree of economy. Students 
of osteopathic medical education would agree and add 
that upon the waste and inefficiency of allopathic 
school administration the osteopathic colleges could 
balance their budgets, add to their facilities, and build 
up an endowment in addition! 


The apparent overnight birth of a great founda- 
tion designed to underwrite old-school medical edu- 
cation is a marvelous tribute to the wealth and 
resources, administrative power, and the public spir- 
itedness of American leadership at various levels, as 
well as an illustration of the will of America to do 
the thing to be done on an individual level and not 
by government subsidy. It is an example of a paradox 
so often seen in the American way of life, a maximum 
of cooperation with a maximum of competition. As 
long as our economic cycle is on the upswing it will 
continue to work, but as a nation we plan only on the 
basis of the upswing! 


OPF IS OUR NFME 


It is a significant fact that your informed patient 
says to you, his osteopathic physician, that there is a 
crisis in allopathic medical schools, and yet has nothing 
to remark about the perpetual crisis in osteopathic 
schools. Our profession at its administrative level 
recognized this perpetuating crisis in 1943 and wisely 
created the Osteopathic Progress Fund Committee 
which has conducted a continuing campaign almost 
entirely within the profession. This Fund has met 
with a remarkable degree of financial response; it has 
educated the profession to the necessity of giving, 
and thereby literally saved our colleges from collapse. 
The record has shown a degree of professional vision 
and responsibility that was scarcely thought possible 
in 1943 except by a handful of leaders. This July in 
Milwaukee the House of Delegates again approved a 
continuing campaign with a professional goal of seven 
and a half million and a widely based appeal to be 


carried soon to the American public for fifteen million. 


In other words, what the allopathic school announced 
publicly a few months ago we started to do 8 years 
ago, but without the benefit of the front page of the 
nation’s press. 
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The reflected light of the first bomblike burst of 
publicity has already had its intended effect—corpora- 
tions and individual stockholders alike have reached 
deeply into their pockets in fear that tomorrow medical 
schools will close their doors! Even carefully-spoken 
former President Hoover was moved to say that had 
it not been for the wonder drugs with the miraculous 
effect of shortening the time for doctors on special 
cases, “Yoy and I would have to queue up to wait 
for somebody to die to get a doctor!" This flare of 
publicity has also served to light up for us our own 
problems which are not synthetically critical and to 
let us see for a moment the stark reality which we 
face as a profession. At the same time this propa- 
ganda appeal will serve as a means of getting the 
truth to our friends among the general public—and 
our friends are legion but we have been too proud 
to call upon them. 
THE PRESSURE IS ON 

The AMA itself has a powerful lever which it 
seems to be applying to major corporations, threaten- 
ing them with government subsidized medical educa- 
tion as an additional step toward “socialized medicine.” 
The National Fund for Medical Education is that 
lever and it is being used with all the skill that the 
initiated can employ. The party in power, however, 
is committed to the policy that private competitive 
medicine, operating on a fee for service basis, cannot 
satisfy the health needs of a nation. Then there are 
large sectors of the public—scientists, social workers, 
physicians, and religious leaders—who are convinced 
that medicine, like education, will ultimately become 
a public service in the United States as well as in 
every civilized country. An objective study of medical 
needs indicates that there are strong trends for such 
a service in many sections of the country, whether 
for good or ill. A great uninformed public will be 
subjected to a barrage of words in this battle between 
“free enterprise” and “government subsidy,” to employ 
those cliches which inform no one and befuddle the 
entire issue for everyone. 

What we once thought was a problem unique 
to our profession also turns out to be the problem 
of what the AMA calls “medicine,” meaning, of course, 
old-school medicine. We know that the National Fund 
for Medical Education means exactly nothing to the 
problems of the osteopathic colleges. Fortunately our 
own financial program has been carefully thought out ; 
we have had a degree of success in its execution and 
such needs do not come to us with the distinct shock that 
they must to many old-school physicians, long accus- 
tomed to having the way paid for them and being 
asked to pay nothing. As the osteopathic school of 
medicine we shall continue to pay our own way as 
the price of survival and at a greater cost than ever 
before. We shall, or else! 


ARE WE TOO PROUD TO TELL OUR FRIENDS? 


The time has come when we must go out to our 
public for our schools and ask for help in addition 
to what we have done as a profession to maintain 
these schools for the past 8 years. In a little more 
than a decade we have created our own hospitals, 
gaining increasing help from the local communities as 
we have made a place for ourselves in these areas 
by the service which we render. We have staffed 
these institutions with the necessary interns and resi- 
dents made available in increasing number by our 
colleges. These young men and women were carefully 
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selected and were trained by college faculties superior 
in themselves, and with facilities and equipment which 
are constantly being improved. 

Osteopathic hospitals and colleges alike have had 
only meager help from those large philanthropic foun- 
dations which today constitute the greatest single 
source of financial aid. As a profession we have not 
found it feasible to apply to such sources for help. 
It has not seemed advisable to appeal to large cor- 
porations upon the basis of the service we render 
their employees, or suggest to them that we will ask, 
and get, government subsidy, thus by implication 
threatening them with the “tragic consequences [that] 
will flow from their failure to act.” We are not in 
a position to strongly influence organized labor which 
in itself represents sixteen million Americans with 
families totaling sixty million people. As individuals 
in our profession we carry life insurance which un- 
doubtedly runs into millions but our organized strength 
is not such that we can say to eighteen leading life 
insurance companies, “Help our schools!” and get that 
help as medicine’s National Fund has just done. The 
Osteopathic Progress Fund has not marshaled a 
former president, the president of our oldest univer- 
sity, and political figures of international note to speak 
at a launching dinner! 


THERE ARE THOSE WHO ARE FOR US 


Yet we have friends, many of them in high places 
and millions more who make possible the productive 
capacity of this, the richest nation in the world. 
Hundreds of thousands of them consider the osteo- 
pathic school of medicine essential to their well-being. 
They look to us for their medical care and have never 
failed to fight for us when we have given them the 
slightest indication of a need for help. 

For 8 years we have had our “National Fund” 
in operation, the Osteopathic Progress Fund, but we 
have made little attempt to present it to our public. 
We have had little to say about our achievements, 
our self-help that keeps our college doors open. The 
time has come for our story to be taken to those people 
in a forthright manner. We will find that our larger 
givers will be willing to help generously if we do not 
set the sights too low for them, while persons usually 
left untouched by such appeals will be found ready 
to give within their possibilities once they understand 
the need. The osteopathic profession is rich in its 
friendships and loyalties. We have lived to maturity 
only because those who were for us were more than 
those against us! 


DIVIDED LOYALTIES 


As a profession we have two fronts, our battle 
line for our colleges being but one. Osteopathy as a 
school of medicine must continue to grow in cities, 
towns, and villages and in the countryside nation-wide. 
The profession’s reputation was made by the service 
it rendered individuals and these it must continue to 
serve, but in this new day, by means of its clinics, 
its hospitals, and its institutions, it must serve not 
only the individual but the individual through com- 
munity service, or perish. Our critics from within 
lose sight of the fact that our profession can suffer 
death from causes other than failure to provide medical 
care that is distinctively osteopathic. It will cease to be 


a profession that has a commanding place in a com- 
munity if it fails to provide an institutional service 
to which the community has become accustomed and 
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which it now demands, an institutional service within 
the osteopathic concept, for an osteopathic institution 
is more than a phrase. 

Our osteopathic institutions dare not be active 
on one front alone. They too must gain the long view 
for upon them rest heavy responsibilities. They pose 
a problem not only for themselves but for the future 
of the profession which they represent. Their govern- 
ing boards are frequently made up largely of laymen 
and, increasingly, their managers or directors are lay 
persons, creating a majority of people immediately 
concerned and deeply conscious about a local institu- 
tion but utterly unaware of the background of the 
osteopathic profession or its larger problems. 

Local problems always loom large in the short 
perspective; the need for money, the fight against 
prejudice in the community, and the sniping of jealous 
members of old-school medicine ; then twenty-five beds 
must be added to meet community needs, another wing 
must be considered, new x-ray equipment installed, 
a new surgery planned; these concrete needs are in- 
numerable. It is easy to think of colleges—they have 
gotten along—their enrollment is at its peak—the 
schools are better equipped and staffed than they have 
ever been; let members of the profession who are . 
not concerned with hospitals assume some responsi- 
bility; let them look after the schools! Besides, let 
the colleges get out and rustle for their own money! 
There'll be a way out. After we get our hospital on 
its feet, we'll help. 

Such thinking is not too selfish and it is not 
without its logic. But herein is the greatest danger 
that faces our new public program, the failure of our 
own leaders, our chiefs-of-staff in our institutions, 
loyal to the profession but concerned with the thing 
at hand! “Survival ?’—they are not so easily fright- 
ened by that word. For more than a half century 
the osteopathic profession has had a neck and neck 
race with catastrophe, always in a new guise, and 
never winning save by a hair’s breadth. It is not 
surprising that many of our men smile over the plight 
in which allopathic schools find themselves. Their talk 
of closing up shop is about as realistic as was the 
concern of a Middle West financier in one of our large 
cities during the financial break of the early 30’s—his 
investments were not producing and the strain and 
worry became so great that he was forced to spend 
the summer in Europe in order to escape the worry 
of his mythical financial losses! 


WHERE IS OUR PERMANENCY? 


The future of osteopathy does not rest upon the 
strength of the profession in any one community, 
nor upon the strength of any number of its institu- 
tions taken together. Its future is in the hands of 
the osteopathic physicians of tomorrow and those who 
produce them. It rests upon the establishment of a 
stronger scientific basis for the osteopathic concept 
of medicine, a concept well-established clinically by 
years of service given by devoted men and women 
within the profession, but the basis of which now 
must be broadened even as the service which the pro- 
fession itself renders is broadened. How? By strong 
research centers within the colleges themselves which 
will constitute a powerful motivating force for their 
students. And these students must have the best 
teachers, so paid that they will not leave for the lush 
field of practice in order to provide for their families 
and educate their children, just as several of our 
teachers have been moved to do this year. 
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More osteopathic physicians must be provided— 
there are literally hundreds of spots open and waiting 
—and we can provide them only by increasing the 
physical facilities of our colleges. Five years from 
now there will be 500 fewer doctors than we might 
have had could we have admitted them in the fall 
of 1951. These young men constitute the foundation 
stones of our permanency. How can these foundation 
stones be made available in the face of a conflict 
with local needs and local progress? It can be done 
only if these community leaders, these osteopathic 
physicians who by outstanding leadership have estab- 
lished osteopathic medicine within their given locale, 
realize that their program must be interlocked with 
that of the entire profession. They must and they 
can fight upon two fronts! 

A given community is supporting a $250,000 
drive to meet the needs, the real needs, of that com- 
munity for an enlarged osteopathic institution. The 
osteopathic leadership of that community dares not 
fail to recognize that in any over-all campaign some 
per cent of that amount must be devoted to the larger 
needs of the profession, that the Osteopathic Progress 
Fund is as much a part of that community need as 
is the local institution itself. This type of planning 
will result in merging of local and national needs. 
The day is here when it is about to be done by the 
dominant school in medicine; the day is here when it 
must be done by the osteopathic school. 

Your revised campaign asks every individual os- 
teopathic physician and every local osteopathic insti- 
tution, “What of the future of osteopathy?” Your 
osteopathic layman, enthusiastic and loyal, and your 
own lay secretaries and managers can be made to 
see the dilemma which faces the profession if we as 
the leaders are realistic enough to face it. 

Local osteopathic institutions are vital to the life 
of-our profession, and that vitality becomes a vigor- 
ous and living thing only as interns and residents are 
available, only as new specialists are prepared to step 
into positions of responsibility, and only as general 
practitioners are ready to replace their aging col- 
leagues. Such young men will be prepared as osteo- 
pathic physicians to meet the needs of rapidly develop- 
ing industrial communities, and in turn they will find 
the necessary help in meeting those needs only in 
osteopathic institutions. In the long run our osteo- 
pathic institutions will survive only so long as there 
are men prepared to fill them with patients. 


IT CAN HAPPEN TO US 


A sense of pride was felt throughout the osteo- 
pathic world when Kirksville dedicated its new million 
dollar institution. An equal sense of achievement was 
felt when the Philadelphia College of Osteopathy took 
over the Women’s Homeopathic Hospital of Philadel- 
phia. The Kirksville unit was made possible only 
because there were men ready to step into a new insti- 
tution, skilled men with vison. The same can be said 
of Philadelphia. But Philadelphia did not spell 
achievement, nor reveal a vigorous and developing 
profession to those men who gave up the long fight 
and as representatives of homeopathic medicine relin- 
quished an institution, once hailed as their triumph, 
to another “sect” which was winning the battle. Read 
the editorial? which appeared in a recent number of 
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The Journal of The American Institute of Homeopathy 
and you will understand the bitter defeat, the tragedy, 
and the sense of impending dissolution that faces a 
once proud and distinguished school of medicine. This 
is not the time nor the occasion to assay all the factors 
which have slowly led to virtual annihilation of a 
school which once ably filled the health needs of a 
large sector of the American people. It is sufficient 
to say that the loss of their great Philadelphia hospital 
is in itself but the end result of a kill made long 
ago and one in which we, as a profession, played no 
part. It should be pointed out that the job done on 
homeopathic medicine was as skillful a piece of ma- 
chination as ever was perpetrated by one group upon 
another—and it was accomplished subtly and almost 
painlessly, through the supervision of their schools. 
Just this thing can be done to the osteopathic pro- 
fession. It may be later than we think! 


Our defeat, if it comes, will not come from the 
hands of enemies who would destroy us; it will not 
arise out of the limited thinking of a small group 
who live only in their memory of the Old Doctor; it 
will not be found in the mingled sense of inferiority 
and superiority evinced by certain upstarts within our 
group who would wipe out the very word osteopathy 
itself because they have no comprehension of its 
meaning, and not in the tight-minded and tight-fisted 
little men who came to osteopathy to make their for- 
tune and having made it will die as they have lived— 
tight-minded and _ tight-fisted; in none of these lie 
the seeds of our destruction and death. 

Danger waits upon us as never before. True, 
we are at the most vigorous peried of our existence, 
renewed as we are by the growing conviction that 
our profession is a system of medicine without limita- 
tion, not in the narrow legalistic and mechanistic 
sense of what we are permitted to do or not to do, 
but by the knowledge that all that which has developed 
in the broad and age-old field of medicine, prehistoric 
in its scope, is ours by tradition, by inheritance, by 
learning, and by our established rights. 

THE COURAGE OF CONVICTION 

This new sense of power, born in professional 
achievement, comes to us in a period when mankind 
stands upon a watershed of history—old cultures, old 
civilizations are breaking up; new ones coming into 
being. The economic stability which has undergirded 
America for 175 years shows the strain of the weight 
upon it. The necessity for the creation of the National 
Fund for Medical Education in itself has a connotation 
far beyond the mere need it seeks to meet. A wind 
is rising and no man can assay the force it may 
gather to itself. It may be that the society of our 
time is destined to reap the whirlwind. It is evident 
that the leaders in the majority school of medicine 
are keenly aware that the old days, the days of security 
and self-satisfaction, are over. If that be true of them 
in their power and influence, what of us? If they 
must take the long view, who are we to close our 
eves to our needs? Or shall we take our responsi- 
bilities upon ourselves and speak with the authority 
of our conviction? We too have made a contribution 
to our time and age; are we afraid to tell it? 

The osteopathic profession faces the challenge of 
its existence : Go, tell the people if you would live! 
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OSTEOPATHIC PROGRESS FUND MONTHLY PAYMENT GOALS AND 
CHANGES IN PLEDGE QUOTAS 


The accompanying chart lists the changes in pledge quotas to the Osteopathic Progress Fund for 
each divisional society of the American Osteopathic Association and announces the new Monthly Payment 
Goals. 

The Monthly Payment Goals are based upon the proper conversion of pledges into cash. They are 
moderate in amount in comparison to the number of osteopathic physicians per state and can be achieved 
without embarrassment to individual physicians and without hampering support to essential local projects. 

The changes in pledge quotas reflect the changes in numbers of osteopathic physicians practicing in the 
various states and compensate for the increase or loss in membership experienced since the original quotas were 
established in 1946, 

The Monthly Payment Goals are of particular interest because monthly gift income is essential to the 
osteopathic colleges and experience has proved that a monthly plan of giving fits best into the office procedure 
of the average physician. 


NEW OSTEOPATHIC PROGRESS FUND QUOTAS—SEPTEMBER 1, 1951 


New PER MONTHLY AVERAGE Per CENT 

DIVISION AL PLEDGE CENT PAYMENT MONTHLY INCOME TO 
SocleTIES Quota PLEDGED Quota INCOME PAYMENT QUOTA 
$ 8741.00 14 $ 80.00 $ 8.40 10 
1,345.00 0 10.00 0 
54,461.00 740.00 221.18 30 
16,809.00 15 180.00 29.16 16 
CALIFORNIA ............... 127446600 52 13,440.00 6,426.39 48 
121,695.00 102 1,460.00 870.50 60 
CONNECTICUT ........ eee eee 51,771.00 10 480.00 37.02 8 
12,102.00 1 130.00 1.00 1 
12,775.00 52 130.00 58.96 45 
49,754.00 31 570.00 133.60 23 
6,724.00 59 100.00 37.48 37 
NN 34,290.00 4 240.00 20.64 9 
301,885.00 55 3,180.00 1,331.52 41 
86,061.00 45 1,060.00 467.71 44 
299,196.00 97 3,220.00 1,765.38 55 
155,985.00 16 1,520.00 279.77 18 
9:1 9 9 30,928.00 22 270.00 96.10 36 
10,758.00 87 120.00 101.00 84 
147,245.00 13 1,640.00 267.00 16 
15,464.00 33 150.00 74.20 49 
MASSACHUSETTS. ............... = 204,394.00 21 1,830.00 328.33 18 
644,784.00 54 8,470.00 3,165.18 37 
A 63,201.00 24 710.00 134.54 19 
Tn 750,343.00 77 8,020.00 4,591.16 57 
MORTANA 36,979.00 12 300.00 28.20 9 
oe 50,426.00 35 510.00 295.17 58 
19,498.00 5 190,00 0 
NEW HAMPSHIRE ........... 14,792.00 3 180.00 6.40 4 
NEW JERSEY .............. Pisses. 237,340.00 17 2,340.00 581.44 25 
NEW MEXICO .............. 69,924.00 55 880.00 331.77 38 
305,247.00 42 3,040.00 1,290.80 42 
NORTH CAROLINA .............. 28,239.00 4 230.00 27.44 12 
NORTH DAKOTA ...................... 11,430.00 23 120.00 17.37 14 
391,308.00 77 4,850.00 2,521.38 52 
OKLAHOMA .............. 226,582.00 2 2,480.00 559.46 23 
RE aS 74,631.00 94 930.00 676.46 73 
PENNSYLVANIA ..................... 670,333.00 49 7,000.00 2,316.01 33 
RHODE ISLAND ........................ 55,805.00 10 670.00 73.76 11 
SOUTH CAROLINA. ..............-... 6,724.00 12 60.00 1.20 2 
36,307.00 50 310.00 175.61 57 
51,099.00 44 490.00 204.69 42 
TEXAS 322,728.00 69 3,650.00 1,439.31 39 
UTAH P 16,136.00 18 140.00 25.56 18 
I ; 23,532.00 31 280.00 66.60 24 
106,904.00 71 1,310.00 559.05 43 
WEST VIRGINIA ...................... 92,112.00 54 1,060.00 407.35 38 
106,231.00 19 1,290.00 217.97 17 
14,119.00 33 110.00 23.21 21 
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THE RETURN ON YOUR INVESTMENT 

Membership in the American Osteopathic Association is a 
badge you can wear with pride. The money you invest in 
your Association bears more interest directly to you than 
stocks, bonds, farms, or any other type of investment. It 
assures you of the privileges of greater recognition at the 
national level which in turn affects each state. Never in its 
history has our profession been so highly esteemed. Organized 
osteopathy is chiefly responsible. 

The membership fee and the name on the roster of every 
eligible osteopathic physician are needed to achieve a com- 
pletely united front and to accomplish fully our worthwhile 


purpose. Let each of us do his part and not shirk responsi- 
bility in persuading others to do the same. 


J. K. Jounson, D.O. 
Chairman, Division of 
Public and Professional Welfare 


MEMBERSHIP REPORT AS OF SEPTEMBER 1, 1951 


Membership Count, August 1, 1951 
Applications received in August, 1951........... 2 
Graduates licensed in August, 1951 
Deaths in August, 1951 
Resignations in August, 1951 


Gain in August, 1951 


Membership Count, September 1, 1951 
HONOR ROLL 
John V. London 


J. Tospon 
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HEALTH INSURANCE PLANS IN THE UNITED STATES 


In May of this year, Senator Herbert H. Lehman, chair- 
man, Subcommittee on Health, Committee on Labor and 
Public Welfare, United States Senate, submitted on behalf 
of the Committee on Labor and Public Welfare to the Senate 
a report, “Health Insurance Plans in the United States,” pre- 
pared by a special staff working under the direction of Dean A. 
Clark, M.D., director of the Massachusetts General Hospital, 
pursuant to Senate Resolution 273 of the 8lst Congress and 
Senate Resolution 39 of the 82nd Congress. The Subcom- 
mittee on Health regarded this report as the most complete, 
unbiased, and definitive compilation of data on the subject cur- 
rently available anywhere. In particular, Senator Lehman 
was careful to point out that the Subcommittee on Health 
wanted it clearly understood that the report does not set forth 
any recommendations for legislation directly affecting the 
economics of medical care and that it represents the findings 
of Dr. Clark and his associates rather than the opinion of the 
Subcommittee or any of its members. 

Dr. Clark in his letter of transmittal to Senator James E. 
Murray, chairman, Committee on Labor and Public Welfare 
of the United States Senate, stated, “The growth of medical- 
care insurance in the United States is one of the most sig- 
nificant social developments of recent years, but dispassionate 
examination of this development has been largely lacking.” 
He further stated: 

If a brief summary of a subject with so many ramifications is 
possible, it might simply be that, while present insurances provide a 
degree of protection against some of the costs of illness for somewhat 
more than 70,000,000 people in the United States, there are also many 
medical needs the cost of which they do not now cover, and there 
are presently somewhat more than 70,000,000 people who have no form 
of medical-care insurance protection. 

This report has been published in three parts. Part I is 
“primarily concerned with ascertaining the status, methods of 
operation, types, potentialities, and problems of health insur- 
ance plans in the United States.” The report undertook to 
present as comprehensive a review of these aspects of volun- 
tary health insurance as was possible within the time limits 
established—from September, 1950, to March, 1951. It did not 
endeavor to cover disability insurance (payments for wage 
loss during sickness), workmen’s compensation, incidental 


medical care riders on other kinds of insurance policies, or 
industrial health facilities. The report recognized that these 
are important parts of the medical care picture and that a 
complete view would require their inclusion. 

Published below is the section entitled “Present Status 
of Voluntary Medical-Care Insurance” which is part of the 
“Summary of Findings and Recommendations” printed on 
pages 1-17 of Part I of the report. Copies of the complete 
report are available at the United States Government Printing 
Office, Washington, D. C. 


PRESENT STATUS OF VOLUNTARY MEDICAL-CARE 
INSURANCE 

1. Total expenditures for health services are estimated to have 
been from’10 to 11 billion dollars in the United States in 1949, of 
which 9 to 10 billion were for medical care and 1 billion for public 
health, research, and education. 

2. Of the 9 to 10 billion dollars expended for medical care in 
1949, medical-care insurance paid about 755 million dollars, or about 
8 percent. Individual private payments accounted for 6 to 7 billion 
dollars, or about 70 percent, taxes paid 2 billion dollars! or about 20 
percent, and about 150 million dollars, or less than 2 percent, was 
ascribable to private charitable gifts, income from hospital endowments, 
and the like. 

3. There are differences of opinion as to what portion of the 
costs of medical care should be considered insurable and as to what 
groups of the population can or should be enrolled. If we assume that 
all of the costs of physicians’ and general hospital services now sup- 
ported by private expenditures may be insured through voluntary plans, 
the $755 million paid in benefits by all forms of medical-care insurance 
in 1949 constituted abcut 17 percent of the approximately $4.4 billion 
in private expenditures for these purposes. If we assume that insurance 
is practicable for all private expenditures for the services of physicians, 
hospitals, dentists and nurses, and for one-third of the expenditures 
for drugs and medical supplies, including the net cost of insurance— 
$6.4 billion in 1949—the amount now insured is about 12 percent. If 
we assume that only five-sixths of the private expenditures for the 
services of physicians and general hospitals may or should be insured, 
the percentage insured in 1949 was about 21 percent. Conversely, by 
the highest of the above estimates, voluntary insurance plans do not 
cover about 80 percent of that portion of the Nation’s medical-care 
bill generally regarded as the minimum that is potentially insurable. 

4. The basic facts concerning the extent to which the American 
people were enrolled in voluntary medical-care insurance plans at the 
end of 1950 are illustrated in figure 1. It shows that out of our 
population of 150 million people, an estimated 75 million have insurance 
against some part of the costs of medical care, while another 75 million 
have not yet been reached by voluntary medical-care insurance. In 
considering this diagram two factors should be kept clearly in mind: 
One, among the group shown as having medical-care insurance of any 
type are included those with partial or limited protection; and two, 


1. Includes State and local government general hospitals, State 
tuberculosis and mental institutions, Federal expenditures for veterans, 
merchant seamen, etc., public medical care for the needy. Does not 
include Armed Forces. 
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HOW MANY PEOPLE HAVE ANY MEDICAL CARE INSURANCE? 


NO 
MEDICAL CARE 
INSURANCE 


HOSPITAL AND 
<] SURGICAL 


HOSPITAL, SURGICAL, 
AND LIMITED MEDICAL 


COMPREHENSIVE 
ESTIMATES FOR I950. See items 
4—5 for expionotion. 
Fig. 1 


among the group with no insurance protection are included the recipi- 
ents of public assistance, a certain number of veterans, and other 
individuals with some public resources for medical care available to 
them, as well as an unknown number of persons of economic status 
such that they may not feel a need for insurance. 


5. According to figure 1, hospital insurance alone is held by 15 
percent of the total population, or approximately 23 million persons. 
An additional 21 percent of the population, or 31 million people, have 
some degree of protection against the costs of both hospital and 
surgical care. Another 17 million persons, representing 11 percent of 
the country’s population, have hospital, surgical, and limited medical 
insurance—all in varying amounts. And finally, less than 3 percent 
of the population, composed of between 3 and 4 million persons, have 
comprehensive medical care insurance, including hospital, surgical, and 
relatively complete medical insurance. 

6. There has been a striking increase in the last 10 years in the 
number of people in the United States who have been reached by 
voluntary insurance, especially group insurance, against some part of 
the costs of medical care. The numbers who had some protection 
against the costs of hospital care, for example, rose from less than 
6 million in 1939 to an estimated 75 million at the end of 1950. 

7. The benefits of medical-care insurance are in largest amount 
for the costs of hospital care and, next, for the cost of physicians’ 


services. Insurance benefits for general hospital care amounted to 
$530 million in 1949, while benefits for physicians’ services totaled 
$225 million. Almost none of the insurance in force relates to the 


costs of dental care, nursing, drugs or medical supplies outside the 
hospital. 

8. Of all private expenditures for general hospital care, which 
amounted to $2,027 million in 1949, insurance benefits paid about one- 
fourth. This was the most widely insured item. Of total private 
expenditures for physicians’ services, which totaled $2,267 million, 
insurance paid one-centh. Expenditures for dental care, nursing care, 
one-third of the costs of drugs and medical supplies outside the hospital 
together with the net costs of insurance amounted to approximately 
$2,056 million in 1949. Insurance benefits for such items were negligible. 

9. Medical-care insurance at present is provided by three large 
groups of organizations: (a) the nonprofit Blue Cross-Blue Shield 
plans; (b) the casualty, life, and other insurance companies; (c) a 
number of organizations independent of the first two groups, including 
industrial and labor-union plans, consumer cooperatives, programs under 
the auspices of private medical groups, some medical societies, com- 
munity organizations, and others. 

10. The approximate number of people reached in 1950 by the 
three main groups of organizations providing medical-care insurance 
and some measure of the average financial protection? afforded by 
insurance are as follows: 

(a) More than 4 million persons at the end of 1950 had medical- 
care insurance through “independent” organizations, of whom over 3 
million were insured for comprehensive benefits. For those people 
enrolled in comprehensive plans more than 80 percent? of the average 
costs of services rendered by both physicians and general hospitals 
were paid for by their insurance in 1949, the latest year for which 
financial estimates are available. Protection against the costs of dental 
and nursing services were occasionally included. In all, these plans 
paid about $78 million in benefits in that year, of which $35 million 
was for general hospital care and $43 million for physicians’ services. 

(b) Seventy-five million persons (including the four million above) 
had at the end of 1950 some form of insurance against the costs of 


2. The measures of average financial protection which are pre- 
sented here represent, in each case, a ratio of two averages. For each 
type of insurance carrier we have used as the numerator an average 
per capita insurance benefit computed for the particular type of insur- 
ance organization by dividing its total payments for the class of 
benefits being considered by the number of its enrollees at the mid- 
point of 1949, after reduction to allow for duplication. The denominator 
we have used represents the average per capita private expenditure for 
all general hospital or physicians’ services, as the case may be, for the 
midpoint of the national civilian population for the same year. 
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hospital care. About half of these 75 million were insured through 
the 84 nonprofit Blue Cross plans, a majority of which contract with 
hospitals to provide most of their services in semiprivate accommodations 
with a minimum of additional charges to the enrollee. Blue Cross 
plans appear on the average to have paid from 70 to 80 percent? of 
the average hospital hills of their subscribers in 1949. In all, Blue 
Cross plans paid $303 million in hospital-care benefits in that year. 
About 34 million people at the end of 1950 held policies issued by the 
insurance companies, 20 million* under group policies, and 14 million*® 
under individual insurance, under which cash indemnities are paid to 
the policyholder to apply against his hospital bill. In 1949, insurance 
companies appear to have paid from 45 to 55 percent? of the average 
hospital bills of their policyholders, whether under individual or group 
enrollment. In all, insurance companies are estimated to have paid 
$192 million in hospital benefits in that year. 

(c) Forty-eight million persons (who are also included in the 
seventy-five million above) had at the end of 1950 insurance against 
some of the costs of physicians’ services, mostly surgery and nonsurgical 
physicians’ services in the hospital. For these enrollees the total benefits 
—whether for surgical insurance only or for surgical and limited 
medical insurance—are compared to total expenditures for all phy- 
sicians’ services, surgical and nonsurgical, because data on a Nation- 
wide basis are not available showing the costs of surgical services only. 

About 18 million (of the 48 million) were enrolled in 1950 in the 
66 nonprofit Blue Shield and similar plans. These plans provide cash 
indemnities to their over-income subscribers and what may be called 
service benefits to their under-income subscribers. It has been esti- 
mated that from 67 to 75 percent of Blue Shield members receive cash 
indemnities, while the remaining 33 to 25 percent are eligible for 
service benefits.4 In 1949, Blue Shield and similar plans appear to 
have paid about 45 percent? of the average total physicians’ charges 
of their subscribers, with total benefits payments for the cost of 
physicians’ services of $79 million.® 

About 30 million people at the end of 1950 held insurance com- 
pany policies (21.5 million group and over 8 million individual*) 
against the costs of surgical and, in some instances, limited medical 
services by physicians. In general, such policies paid policyholders 
cash indemnities to apply against their physicians’ bills. Like Blue 
Shield, insurance companies had, in some areas and applying to about 
640,000 policyholders in 1949, agreements with physicians to accept, 
on behalf of under-income policyholders, their fees as full payment 
for the insured items. In 1949, group and individual insurance written 
by insurance companies appear to have paid 46 percent? of the average 
total of physicians’ bills for those policyholders having both surgical 
and limited medical insurance. These policyholders accounted for about 
one-fifth of the total number of people in 1949 having protection 
through insurance companies against the costs of either surgical or 
medical services. For group and individual policyholders with surgical 
insurance alone, about 29 and 22 percent,? respectively, of the average 
total of all physicians’ bills (for surgical and nonsurgical services com- 
bined) was paid. Total benefits paid by insurance companies for phy- 
sicians’ services amounted to $103 million in 1949. 

The above percentages represent the proportion of the Nation-wide 
average private expenditure for broad classes of care (hospital and physi- 
cians’ services) which is paid through voluntary medical-care insurance. 
They should not be confused with that proportion of the individual's 
hospital bill or surgical bill for a particular illness which is paid by 
his insurance plan. 

In arriving at the above figures certain assumptions were made 
concerning the extent of duplication of coverage between group and 
individual insurance under insurance companies, Blue Cross and Blue 
Shield, and suitable adjustments were made in the enrollment of each 
which in turn affected the weight given to the average benefit for each. 


3. Enrollment figures adjusted for duplication. 

4. Social Security Administration, unpublished data. 

5. Amounts paid for hospital care under some Blue Shield plans 
have been subtracted from total benefits paid by Blue Shield to reach 
this figure because the hospital benefits appear under Blue Cross. 


Fig. 2 


INSURANCE BENEFITS IN 1949 WERE LESS THAN THE AVERAGE ANNUAL BILL PER PERSON 
OF $13.70 FOR GENERAL HOSPITAL CARE AND $15.35 FOR PHYSICIANS’ SERVICES 


HOSPITAL BILL PHYSICIANS’ BILL 


INSURANCE BENEFITS BY TYPE OF CARRIER 
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This was done in order to compute an average benefit per insured 
person, rather than per subscriber or per policyholder, in order that 
the latter figure might be compared to the average per capita bill for 
the Nation as a whole for general hospital care and for physicians’ 
services. Under different assumptions made concerning duplication of 
coverage, the above percentages could vary up or down by the addition 
or subtraction of from 5 to 10 percent of the above average figures. 
For example, the Proportion of the physicians’ bill paid by Blue Shield 
would be 44 percent if the Blue Shield enrollment were not reduced 
to allow for duplication; similarly, estimates of the proportion of the 
total physician’s bill paid under group surgical and limited medical 
policies by insurance companies would vary from 42 to 51 percent, 
under different methods of allowing for duplication of coverage. 

11. Figure 2 illustrates the average dollar amount of insurance 
benefits for hospital and physicians’ services paid in 1949 on behalf 
of those enrolled in the various types of insurance organizations. The 
chart also shows the national average per capita private expenditure 
for general hospital care ($13.70) and for all physicians’ services 
($15.35) against which the average insurance benefits may be measured. 

12. It should be recognized that the percentages given above are 
average figures for all the types of insurance, and that in some indi- 
vidual cases the insurance benefits may pay the entire hospital or 
physician’s bill; conversely, except in the few truly comprehensive 
plans in which all services are provided on a contractual service basis, 
the benefits may, in many cases, amount to a portion of the bill only, 
leaving a substantial amount for the insured person to pay in addition. 
It was impossible to obtain during the course of this study data 
showing with any precision the number of persons having some form 
of medical-care insurance, who, after insurance benefits have been paid, 
still have a serious financial problem in meeting their medical bills. 

It is also true that the greatest number of subscribers carry msur- 
ance which does not provide benefits paying all medical-care costs. 
Such partial insurance, limited either in the range of services included 
or in the dollar amount of the benefits, carries a somewhat lower 
premium than more nearly complete protection, which may be available 
but which such subscribers may or may not wish to have or be able 
to afford. In the case of hospital benefits, the proportion of the bill 
covered depends not only upon the scope of benefits provided by the 
insurance, but also in part, upon the accommodations selected by, 
and available to, the patient. Similarly, the proportion of the physician’s 
bill covered also depends upon the charges of the particular physician 
selected. 

Very few people have any insurance against such costs of dental 
care, and, except in the hospital, against such costs of nursing, x-rays, 
laboratory or other diagnostic tests, drugs or medical supplies as may 
be considered potentially insurable. These costs together constitute 
somewhat less than one-third of the average family’s medical bill. A 
number of comprehensive insurance plans have been able to include 
protection for some cf these items, with the exception of dental care. 

13. There is considerable variation among the different types of 
medical-care insurance plans in the amount of the premium paid 
which goes for what may be called “retention charges,” i.e., admin- 
istrative costs, reserves, taxes, and, in some plans, profits. The pro- 
portion of the subscriber’s or member's dollar which comes back in 
benefits or dividends, therefore, varies accordingly. For their combined 
group and individual enrollment, Blue Cross plans report an average 
retention charge of 15 percent in 1949. Blue Shield states that its 
average retention charge was 21 percent of the premiums paid, while 
the insurance companies estimate their retention charges at 20 percent 
for group insurance and 45 percent for individual insurance. For the 
comprehensive plans it is difficult to state a single average retention 
charge because of the wide variety of these programs with differing 
benefits. For industrial plans the retention charges range from 15 
to 0 percent. In those industrial plans that report no retention charges, 
the administrative and other overhead costs are met from other funds. 
Omitting the industrial plans, retention charges for a_ substantial 
sample of comprehensive plans ranged from 20 to 7 percent in 1949, 

In other words, from 55 to 93 cents of the subscriber’s dollar 
comes back in benefits and dividends, depending upon the particular 
plan to which he belongs and whether he is insured as an individual 
or as a member of a group. 

14. Broadly speaking, voluntary medical-care insurance is most 
common among people easily accessible to group insurance and _ less 
common among those difficult to reach by the group method. Certain 
factors influence the ease or difficulty with which a person may be 
included by group or individual enrollment in voluntary plans. While 
extensive information could not be obtained with regard to the precise 
influences of these factors, certain points seem reasonably clear: 

(a) There is far greater concentration in industrial urban areas 
than elsewhere of persons holding some form of medical-care insurance, 
and, conversely, inhabitants of rural areas have considerably less 
medical-care insurance than city dwellers. For example, twice as many 
people (per unit of population) in the most urban States have some 
protection against the costs of hospitalization than do residents in the 
most rural States. 

(b) Twice as many people (per unit of population) have hospital 
insurance in the States with high per capita incomes as in the States 
with low per capita incomes. Also, more than 1'% times as many 
people (per unit of population) have some insurance protection for 
physicians’ services in the first group of States as in the second. 

(c) Relatively little data is available, except for isolated examples, 
,about the economic status within communities of the people reached 
‘by the various insurance carriers. In small samples studied, however, 
self-supporting families of the lower income groups are reached much 
less in proportion to their numbers than families of the middle or 
somewhat above middle income groups. It is generally agreed, however, 
that families at lower-income levels have greater needs for medical 
care than higher-income groups. Except through those plans which 
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provide group insurance and in which the employer is bearing at least 
half of the cost, it is difficult to reach these lower-income families. 

(d) As a rule, newborn infants are excluded for the first weeks 
of life from most existing medical-care insurance, except in most of 
the comprehensive plans and in one-third of Blue Cross plans. 

(e) Persons over 65 years of age have less medical-care insurance 
in proportion to their numbers, than younger people. Some plans 
have age limits for uew subscribers or do not extend the privilege 
of converting from group to individual membership for subscribers 
over certain ages. 

(f) It may be inferred that, in general, Negroes have relatively 
less_medical-care insucance than white people from the fact that the 
Southern States, in which the Negro population is most concentrated, 
have proportionately fewer persons holding such insurance than most 
States in other regions. This may be due to the following factors: 
relatively fewer available medical personnel and _ facilities, economic 
status, educational levels, and other problems. 

(gz) Self-employed persons, farmers, and individuals employed in 
small establishments, to whom group insurance of any kind cannot 
be easily apptied, are relatively difficult for voluntary medical-care 
insurance to reach. Vhey can, it is true, buy individual insurance 
if they can qualify for it and can afford it. This form of medical-care 
insurance is, however, more expensive than the group form because 
selling and collection costs are higher and because “adverse selection 
of risks’ may be greater. Unlike group insurance, where an employer 
contribution is common, the policyholders under individual insurance 
usually must pay the entire cost themselves. 

(h) Voluntary medical-care insurance cannot easily be obtained 
by persons who have some illness or disability (at least not against 
the cost of treating that condition) or who are aged or infirm unless 
they fall within some group that can be insured as such. Experi- 
mentation is being carried on toward covering such individuals. 

(i) Even under situations favorable to group insurance, a number 
of private employers are unwilling to permit payroll deduction or to 
make contributions toward medical-care insurance costs. Furthermore 
most governmental bodies, Federal, State, and local, are not legally 
permitted to do either of these things. 

(j) Persons who hold group insurance usually have difficulty in 
carrying their insurance with them if they move from one State 
to another, from one locality to another, or simply change jobs. In 
Blue Cross and Blue Shield, such persons have a right to transfer 
to the plan in their new locality, without such restrictions as waiting 
periods and, if they have been group members, to convert to indi- 
vidual insurance if they wish to pay the whole cost themselves. Under 
insurance-company group policies they usually have no conversion 
rights, since few companies writing group insurance also write indi- 
vidual insurance. Such persons must therefore seek individual insur- 
ance with other companies, qualify for that, and assume the whole 
cost themselves. Under either Blue Cross, Blue Shield, or insurance 
company plans, it appears that relatively few persons leaving group 
insurance convert to or take out individual insurance. Under company- 
or industry-wide contracts which have been negotiated with either Blue 
Cross, Blue Shield, or insurance companies, it is possible for the 
individual to move from one location to another and _ still maintain 
the same insurance protection if he remains employed by the same 
company or industry. 

(k) Purchasers of individual insurance do not have the advantages 
of group purchasing power. Further, some impaired risks are denied 
the privilege of being insured against diseases contracted prior to the 
purchase of individual insurance. These disadvantages may be offset 
in part by the fact that eligible purchasers of individual insurance 
have greater flexibility in securing the particular coverage they desire, 
since they are not limited to the schedule of coverage adopted for the 
group as a_ whole. 

It should be understood that the effects of the above factors are 
not mutually exclusive and that the extent to which two or more of 
them apply to the same person is unknown. 

15. The bulk of existing medical-care insurance is for hospital 
care, surgery and in-hospital physicians’ services. It does not attempt 
to cover, for the most part, protracted illness (hospitalized or nonhos- 
pitalized) such as chronic disease, nor does it meet the medical 
expense of preventive care and physicians’ care for short-term non- 
hospitalized illnesses, or for illnesses in their early stages. 

16. This emphasis upon hospitalization, surgery, and_ in-hospital 
physicians’ services as noted above furnishes an incentive to physicians 
and patients alike to increase to an extent greater than medically 
necessary the performance of surgical procedures or the use of, hospital- 
bed facilities, and, therefore, the need for hospital construction. It 
also does little to encourage preventive medicine, early diagnosis or 
treatment. A different pattern is set by those comprehensive plans 
that stress preventive medicine and the provision of services outside 
of the hospital. 

17. It is self-evident that the mechanism of insurance substitutes 
a recurring periodic charge for medical bills of uncertain amounts, that 
insurance of even limited scope tends to reduce—in differing degrees— 
the burden of large medical bills, but that under the present pattern of 
medical-care insurance there remains an additional financial problem 
for those with insurance who have serious illness requiring nursing 
services, expensive diagnostic services and a_ protracted period of 
hospitalization, 

18. Measures to improve the kind and quality of medical services 
have been included in very few voluntary insurance plans, except those 
providing comprehensive services through medical group practice units. 

19. The growth of comprehensive insurance has been restricted by 
difficulties of initial fwnancing and organization, by the frequent opposi- 
tion of organized medicine, and by restrictive laws enacted in more than 
half of the States, usually at the instance of physicians and medical 
societies. 
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CHESTER D. SWOPE, D_O. 


RESTRICTED RETIREMENT FUND 


September 11, 1951 
Hon. Walter F. George 
Chairman, Committee on Finance 
United States Senate 
Washington, D. C. 
Dear Senator: 

This letter is written in support of the amendment sub- 
mitted by Senator Ives of New York on July 25 to H.R. 
4473, a bill to provide revenue. 

The amendment would permit a professional man to pay 
as much as 10 percent of his earned net income, or $7,500, 
whichever is less, into a restricted retirement fund set up by 
his professional crganization, annually during his earning 
vears. The amount of his income so used would be excluded 
from his gross income and would be nontaxable during the 
vear in which it was paid into the fund. It would become 
taxable at current rates when withdrawn from the fund, 
which withdrawal could be made in the event the participating 
nember becomes totally and permanently disabled or reaches 
ihe age of at least 60. 

It takes from 7 to 9 years after High School to train 
an osteopathic physician. By the time he has experienced 
the lean years of establishing a practice, another similar period 
will have transpired. In other words, osteopathic physicians, 
and other professional persons similarly situated, must depend 
on their middle age earnings to provide for their retirement, 
a dependency that is dissipated by taxation that ignores it as 
an equitable consideration. 

The present tax structure offers inducements for the 
establishment of pension funds for employees. It is only fair 
and just that professional persons, being self-employed, be 
permitted to participate in restricted retirement funds that 
take into consideration the deferred and limited duration of 
their earning years. 

On behalf of the 11,000 osteopathic physicians or sur- 
geons in the United States, we urge adoption of the Ives 
amendment. 

Very truly yours, 


Cc. D. Sworr, D.O. 
Chairman, 
Department of Public Relations 


American Osteopathic Association 


NURSING EDUCATION ACT 


STATEMENT SUBMITTED BY DR. CHESTER D. SWOPE, 
CHAIRMAN, DEPARTMENT OF PUBLIC RELATIONS, AMERIT- 
CAN OSTEOPATHIC ASSOCIATION, BEFORE THE HOUSE 


COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE ON 
HR. 910, CITED AS THE NURSING EDUCATION ACT OF 1951 
SEPTEMBER 13, 1951 


We very much appreciate the opportunity of briefly ex- 
pressing the views of the American Osteopathic Association 
regarding HR. 910, cited as the Nursing Education Act of 1951. 

The Board of Trustees of the Association is on record 
as favoring the principle of emergency Federal assistance for 
training in the health professions, including nursing, and sup- 
ports legislation now pending before Congress, specifically 
S. 337, HR. 1781 and HR. 2707, all of which contain safeguards 
helieved to be adequate against reduction of training standards 
or interference with teaching methods or accreditation. 

Two years ago, this House Committee on Interstate and 
Foreign Commerce and the Senate Committee on Labor and 
Public Welfare found there was a shortage of doctors of 
inedicine, doctors of osteopathy, dentists, dental hygienists, 
hospital administrators, and public health personnel, essential 
to maintain and improve the nation’s health, and declared it 
the policy of the United States to financially assist schools 
training for these professions and to provide scholarships 


Chairman 


Washington, D. C. 


(HR. 5940, House Report No. 1406, 8lst Congress: S. 1453, 
Senate Report 834, 81st Congress). The Senate Committee on 
Labor and Public Welfare has currently found that the 
shortages in these health professions continue-to exist and 
has redeclared the policy of the United States by unanimously 
reporting S. 337 for financial assistance for schools training 
in these health professions and for scholarships. S. 337 and 
HR. 1781 and HR. 2707 include provisions for assistance for 
nursing education in substantially the same terms as the bill 
which is now the subject of these hearings, HR. 910. 


We believe that the emergency is such that this Committee 
should give favorable consideration to assistance for training 
in all the health professions as provided for in HR. 1781 and 
HR. 2707. However, the Committee has seen fit to single out 
the nursing profession for first consideration, and inasmuch 
as all the health professions have a common dependency on the 
nursing profession, we heartily agree that if priority of con- 
sideration is deemed necessary the first priority should be 
extended to nursing schools. 

In that spirit, we support HR. 910. 

The bill describes the assistance as supplementary, and not 
to replace, existing income and resources (page 3, lines 11-13). 
The bill also provides against Federal control or interference 
with respect to curriculum or administration of any school or 
the admission of applicants or the choice of applicants for 
scholarships (page 16, lines 23-25, and page 17, lines 1-9). 
These safeguards are similar to those provided for in HR. 
1781, HR. 2707 and S. 337. 

Section 3 of the bill provides for a National Council on 
Nursing Education, to consist of the Surgeon General of the 
Public Health Service, the Chief Medical Officer of the 
Veterans Administration, a medical officer designated by the 
Secretary of Defense, and 13 persons not otherwise in full- 
time employment of the Federal government, one of the 13 
to be a physician, another a hospital administrator, another 
an educator, another a public health administrator, another rep- 
resenting the interest of consumers, and eight representing the 
major field of nursing education and services. The listing pro- 
vides for a minimum of 3 government physicians and one 
civilian physician. The three government physicians are doctors 
of medicine and experience indicates that the civilian physician 
will likewise be a doctor of medicine. These physicians will be 
expected to be conversant with the nursing needs and view- 
points of the government and the medical profession, but no 
provision is made for membership of a physician conversant 
with the nursing needs of the osteopathic profession and the 
osteopathic hospitais. 

This is an oversight which we hope the Committee will 
correct when reporting the legislation. There are some 11,000 
osteopathic physicians or surgeons in general or specialty 
practice, and some 350 hospitals staffed by osteopathic physi- 
cians or surgeons. The impact of the nursing shortage as it 
affects the osteopathic profession and its institutions should 
be measured and taken into consideration by the Council, and 
there should be an osteopathic physician member appointed 
from a list submitted jointly by the Bureau of Hospitals of 
the American Osteopathic Association and the American Osteo- 
pathic Hospital Association. 

Specifically, we request amendments to the section creating 
the National Council on Nurses Education as follows: 


1. Page 17, lines 19 and 23, substitute the word “fourteen” 
for the word “thirteen.” 


2. Page 18, substitute the word “six” for the 


word “five.” 


line 3, 


3. Page 18, line 4, strike out the words “one shall be a 
physician” and substitute in lieu thereof the words “two shall 
be physicians one of whom shall be a doctor of osteopathy.” 
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A brief description of the school of nursing of the 
Osteopathic Hospital of Philadelphia may be of interest to 
the Committee. “ 


The School of Nursing of the Osteopathic Hospital 
of Philadelphia has been accredited by the Pennsylvania 


State Board of Examiners for Registration of Nurses 


since April 1931. 


The Director of Nursing Education and Service and 
her Staff are registered in the State of Pennsylvania. 
The student nurses throughout their course receive 
instruction from members of the Faculty of the Philadel- 
phia College of Osteopathy who are also members of the 
Osteopathic Hospital Staff. 


FAcILities 


In May, 1951, the Osteopathic Hospital bed capacity 
was more than doubled by the acquisition of the buildings 
and equipment of the long-established Women’s Homeo- 
pathic Hospital in North Philadelphia. Situated across 
town from the parent hospital in West Philadelphia, the 
North Center operates in all its functions under the 
same general management. With a bed capacity of more 
than 400, the clinical teaching facilities available to the 
School of Nursing have thus been greatly expanded in 
the past few months. 


In each hospital unit there are medical and surgical 
wards for both adults and children, with gynecological, 
obstetrical, urological, orthopedic, ophthalmologic, oto- 
laryngologic, and other specific services, such as out- 
patient clinics, X-ray, and operating rooms. 


In each of the two Hospital units there are private 
and semiprivate accommodations for patients in addition 
to the wards. 


At the North Center the facilities available for the 
instruction of the first year pre-clinical students include 
a modern well equipped Nursing Arts Laboratory, with 
adjoining dressing room, a nutrition laboratory, lecture 
room and library. Microbiology and chemistry are 
taught in the college laboratories. The Intermediate and 
Senior year programs are scheduled at the West Center, 
where the college classrooms, the library and Museum 
of Anatomy are used by the student nurses. 

In addition to service in the Osteopathic Hospitals, 
the student nurse spends a period of six months in the 
Philadelphia General Hospital, where she receives the 
required instruction and experience in pediatrics and in 
psychiatric and neurological nursing. 


LivinG Quarters 


At the parent hospital in West Philadelphia, the 
Nurses Home consists of three adjoining residential 
buildings, located about two blocks from the hospital. 
At the North Center, the Nurses Home, one of the five 
buildings on the hospital grounds, is a_ three-story 
structure containing the educational unit as well as living 
quarters. A living room for the entertainment of friends 
is provided in each of the nurses’ residence buildings, 
also kitchens and laundry. A house mother is in attend- 
ance at all times. 


ADMISSION 


Students are admitted to classes in September of 
each year. Candidates must fill in application forms in 
their own handwriting and submit a transcript of their 
high school records. 


A four year academic high school course or its 
educational equivalent is essential. The applicant's 
credits must be evaluated as 16 units by the Pennsyl- 
vania Department of Public Instruction. Pre-entrance 
psychometric tests and a physical examination are re- 
quired before the Director decides as to her acceptability. 
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Applicants must be at least 17 years old and not 
over 30. Since only citizens are eligible to take State 
Board examinations in Pennsylvania, U. S. citizenship 
is required. 


EXPENSES 


Student nurses receive board, room and laundry 
of uniforms. The approximate total expense for the 
three year course, including tuition, books, uniforms, 
etc., is $300. 


VACATION AND ABSENCE 


Four weeks vacation is given each year. Leaves of 
absence for causes other than illness or convalescence 
are granted in urgent cases. 


HEALTH PROGRAM 


The health program, supervised by members of the 
medical and nursing staffs, includes daily health clinics, 
annual physical examinations, semi-annual chest X-rays, 
and consultation with specialists as necessary. Hospi- 
talization is provided for all ill students. 

Time lost through illness is made up only when it 
exceeds 14 days. 


GRADUATION 


A course of three years study and experience, 
including the pre-clinical period of six months and six 
months affiliation with the Philadelphia General Hospital, 
is required for graduation. After graduation, nurses 
are eligible for State Board examinations; those who 
pass successfully become Registered Nurses (R.N.). 

Graduates are eligible for reciprocity with other 
States and for membership in the Red Cross Nursing 
Service. Many of our nurses have been commissioned 
by the Army and Navy. 

Well prepared nurses have unlimited opportunities 
in the various fields of nursing—private duty, institu- 
tional, public health, educational, governmental, etc. 

The demand for osteopathic nurses at present is 
far ahead of the supply and is increasing every year. 


CORTOGEN ACETATE OPHTHALMIC 
SUSPENSION RECALLED 


Schering Corporation has been informed of the appear- 
ance of Pseudomonas aeruginosa (Bacillus pyocyaneus), a 
contaminating organism, in certain lots of Cortogen Acetate 
Ophthalmic Suspension. Apparently the well-recognized pre- 
servative substance employed failed to effectively protect the 
preparation. Consequently, all distribution of Cortogen Acetate 
Ophthalmic Suspension was immediately stopped. 

The return of all supplies from pharmacies and hospitals 
in the United States and abroad has been requested. Physicians 
are requested to discontinue use of the preparation and to 
return packages to their suppliers. 

Schering Corporation regrets the necessity for making 
this request and the inconvenience caused. to physicians. New 
stocks of Cortogen Acetate Ophthalmic Suspension will be 
released in the near future. 


AMERICAN OSTEOPATHIC BOARD OF OPHTHALMOLOGY 
AND OTORHINOLARYNGOLOGY 


Upon recommendation of the Advisory Board for Osteo- 
pathic Specialists the Board of Trustees of the American Osteo- 
pathic Association at the July, 1951, meeting approved the 
changing of the name of the American Osteopathic Board 
of Ophthalmology and Otolaryngology to the American 
Osteopathic Board of Ophthalmology and Otorhinolaryngology. 
The word “Otolaryngology” will be changed to “Otorhinolaryn- 
gology” wherever it appears in the documents, papers, or 
certificates of the Board. 
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TREATMENT OF COMPOUND FRACTURES IN THIS 
ANTIBIOTIC AGE 


The current widespread use of antibiotics in the preven- 
tion of infection has led J. Albert Key, M.D., to investigate 
the influence of antibiotics in the treatment of compound 
fractures. He reports his findings, based on personal experi- 
ence and a survey of 24 orthopedic surgeons, in the July 21, 
1951, issue of The Journal of the American Medical Associa- 
tion. While the author readily admits that it is almost impos- 
sible to standardize treatment procedures for such injuries, 
it is possible, he believes, to suggest a procedure that is 
sufficiently elastic to allow modification and still yield satis- 
factory results in most cases. 

Almost all compound fractures will require surgical treat- 
ment; hence hospitalization is recommended whenever possible. 
Emergency treatment at the site of the accident should consist 
of manual reduction of gross deformities maintained by 
temporary splints and procedures to prevent or control hemor- 
rhage and shock. Rigid splints are usually necessary only if 
transportation facilities are such as to cause great pain to 
the patient or damage to soft tissue. Most fracture patients 
can be transported by automobile although persons with major 
fractures of the lcwer extremities should be transported by 
ambulance. 

If a fracture is to be treated at a hospital it is usually 
not necessary to administer antibiotics at the scene of the 
accident. However, if it is known that some time will elapse 
before definitive treatment can be started, a single dose of 
from 100,000 to 400,000 units of penicillin G procaine fortified 
should be given immediately. Under such circumstances seda- 
tives should also be given at the site of the accident. 

Upon admission to the hospital the patient should he 
examined as soon as possible by a competent surgeon. A 
thorough physical examination should be made and necessary 
measures taken to combat shock. The wound should then be 
properly dressed and splinted. If not given previously, peni- 
cillin should now be administered. Tetanus antitoxin may also 
be given at this time. If the patient is not in a state of shock 
he should be taken to the x-ray room. If shock is present, 
x-rays may be made while the patient is still in bed or while 
he is in the operating room. 

Either an operating table or a fracture table may be used 
for débridement and reduction of the fracture. Local, regional, 
spinal, or general anesthesia may be used; the author prefers 
general. The anesthetic is usually administered prior to the 
preparation of the operative field. As soon as the patient is 
anesthetized, dressings are removed and the surrounding skin 
is scrubbed, shaved, and made sterile. The field is then draped. 


In débridement, the use of a tourniquet depends upon the 
location of the injury, the patient’s condition, the condition 
of the injured limb, and the desires of the surgeon. The 
author usually uses a pneumatic tourniquet which is released 
at the end of the operation but before closure of the wound. 
Material for culture should be obtained from the depths of 
the wound early in the operation. These cultures are par- 
ticularly valuable for early detection of gas bacillus contamina- 
tion and for determination of penicillin resistance of bacteria 
in the wound. 

Conservative débridement is the operation of choice. The 
wound is débrided in layers with as little live tissue as 
possible being sacrificed. Bleeding vessels or vessels that may 
bleed should be clamped as they are encountered and tied 
with fine absorbable surgical suture or silk. Skin that has 
been crushed or badly soiled should be removed, likewise 
tissue in which dirt and other foreign matter has become 
embedded. Devitalized muscle should be removed because it 
inevitably causes infection; however, care should be taken 
to retain muscle that can be expected to live and resume 
function. Isotonic sodium chloride or sulfonamide solution 
is used to irrigate the wound. 

Both the entrance and exit of through and through wounds 
should be débrided unless the wound has been caused by a 
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high velocity missile such as a machine gun or rifle bullet. 
Such wounds usually remain relatively sterile. In instances 
where wounds are multiple, only major ones are débrided. 

If a joint cavity connects with the wound, the edges 
of the capsule and synovial membrane are excised and the 
cavity irrigated and inspected for foreign matter or loose 
pieces of bone or cartilage. If necessary, the opening into 
the joint may be enlarged to enable more careful inspection. 
After débridement and irrigation of the joint cavity, the 
cavity may be closed loosely, either with or without drainage. 

After the necessary tissue has been excised the bone is 
inspected and completely loose fragments are removed. Unless 
grossly soiled, all bone fragments sufficiently attached to soft 
tissue to have a reasonable chance of survival are left intact. 
Occasionally a large piece of loose bone fragment can be 
taken out, washed, and replaced for use as a graft or internal 
splint. 

The wound is again inspected. The ends of torn or cut 
tendons and nerves should be repaired with fine silk if time 
permits or simply tied together with fine silk or stainless 
steel wire suture if haste is imperative. The bodies of cut 
or torn muscles are coapted by widely spaced mattress 
sutures. Missiles that are deeply buried in the wound may 
be left and removed at a later operation. 

Displacement of the fragments is reduced as accurately 
as possible by traction and manipulation. The type of fixation 
must depend upon the type of wound and the condition of 
the patient. Internal fixation offers more complete immobiliza- 
tion of fragments and lessens the danger of postoperative 
trauma and infection. On the other hand internal fixation 
increases trauma to the bone and impairs the circulation. 
External skeletal fixation is a good substitute for internal 
fixation and is preferred unless internal fixation is specifically 
indicated. For this procedure two Steinmann pins are used, 
one in the proximal and one in the distal fragment. The pins 
should be applied at the completion of the operation but before 
closure of the wound. It is better not to insert the pins into 
the operative wound but through intact skin and soft tissues. 

Decision to close the wound depends upon: (1) the time 
that has elapsed since the accident, (2) the degree of soft 
tissue damage, (3) the extent of soiling of the wound, (4) the 
success of the débridement operation, (5) the degree of 
tension that will be caused by closure, and (6) the extent 
and type of postoperative care. In civilian life most com- 
pound fractures can be closed because the wound is seen soon 
after the accident and the surgeon can usually supervise the 
postoperative management of the patient. In military life the 
reverse is usually true; hence the wound should be left open 
and closed later by primary delayed or secondary closure. 

If the wound is to be closed the skin and subcutaneous 
tissues are joined with a single layer of rather widely spaced 
sutures. Lateral incisions on either side of the extremity 
will relieve tension and the resulting defects may be allowed 
to heal by granulation or a split thickness skin graft may 
be applied. Penicillin (100,000 units) is injected into the 
depths of the wound or involved joint after closure. Drainage 
for at least 48 hours is usually indicated if there has been 
extensive damage to the soft tissues. Wounds that are to be 
left open are loosely packed with petrolatum or glycerin 
impregnated gauze. A pressure dressing is applied whether 
the wound is left open or closed. 

After application of the pressure dressing, the extremity 
is immobilized in either a splint—with or without traction—or 
a plaster cast. The latter is preferred for most compound 
fractures. Care must be taken to avoid displacement of frag- 
ments during application of the cast. Windows may be cut 
in the cast to permit dressing of the wound. 

Postoperative treatment consists of continued chemo- 
therapy; transfusions, if the patient is anemic; and a high- 
protein diet. High temperature and fast pulse usually indicate 
infection. Gas bacillus infection should be treated immediately 
by surgical procedure. Poor circulation due to traumatic 
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vascular spasm may be relieved by blocking the lumbar 
sympathetic chain with procaine hydrochloride. 

The author suggests the following postoperative chemo- 
therapeutic regime: A single dose of 300,000 units of peni- 
cillin G procaine or a fortified dose containing 100,000 units 
of soluble penicillin and 300,000 units of penicillin G procaine 
daily. In severe cases this dosage may be doubled or 100,000 
units of soluble penicillin may be given intramuscularly every 
2 or 3 hours until the danger of invasive infection is past. 
The author does not recommend the use of antibiotics other 
than penicillin unless it is found that the contaminating 
organisms are resistant to penicillin. 

Despite the increased use of antibiotics, the author feels 
that antibiotics per se have not greatly altered the treatment 
of compound fractures. They have permitted more successful 
immediate closures or delayed primary closures because the 
threat of infection is less imminent. However, the successful 
treatment of compound fracture still depends largely on the 
high degree of judgment and skill of the surgeon. 


A MECHANICAL LEG-LENGTH EQUALIZER FOR USE IN 
THE OFFICE AND CLINIC 


T. B. Quigley, M.D., in the July, 1951, issue of THe 
JourNAL oF Bone AND JorntT SurGeERY describes a mechanical 
device for equalizing leg-length. It is particularly useful in 
the correction of scoliosis, pelvic tilt, and inequalities in leg 
length. 

The equalizer, which is illustrated in the article, con- 
sists of two parallel steel platforms, one stationary and the 
other movable up to 3 inches in the vertical plane. A worm 
gear from an automobile jack is used to raise or lower the 
movable platform. If a correction of more than 3 inches is 
necessary, wooden blocks may be placed on the fixed platform. 

According to the author this device is especially adaptable 
to office or clinic. In practice, the patient stands on the plat- 
form with his back to the operator. Because of the gear 
arrangement the correction can be made gradually. This method 
has several advantages over the wooden block technic: The 
patient is not required to shift his weight for each change 
in height; relatively large corrections are not so readily 
apparent to the patient and consequently he does not become 
apprehensive; and the device is not as easy to misplace as are 
blocks. 

The mechanical leg-length equalizer has been particularly 
helpful in the management of back pain associated with 
scoliosis and a short lower extremity. Frequently immediate 
pain relief can be achieved because the patient is spared the 
repeated stimuli associated with getting on and off a pile of 
wooden blocks. 


HEADACHE: WITH SPECIAL REFERENCE TO THE EXCES- 
SIVE USE OF ERGOTAMINE PREPARATIONS 
AND WITHDRAWAL EFFECTS 


The ergot derivatives, ergotamine tartrate and dihydro- 
ergotamine, are at present the most specific drugs for relieving 


acute attacks of migraine. These drugs are vasoconstricting 
agents and to be most effective should be administered at the 
beginning of the vasodilating or pain phase of a migrainous 
attack. The question has often arisen as to how frequently 
such drugs should be given. Gustavus A. Peters, M.D., and 
Bayard T. Horton, M.D., have made a study of this problem 
and report their findings in the April 25, 1951, Proceedings 
of the Staff Meetings of the Mayo Clinic. 

The experiences of 19 patients who suffered periodic 
headaches and were excessive users of ergot preparations 
formed the basis of this study. Thirteen of the 19 patients 
showed definite toxic reactions to the drug. The quantities 
necessary to produce toxic reactions varied, however; conse- 
quently the authors concluded that the level of tolerance to 
the drug is an individual matter. When dihydroergotamine 
was given alone fewer toxic effects were noted than when it 
was given in conjunction with ergotamine tartrate. The 
authors point out that it cannot be proved conclusively that 
toxic reactions are due solely to the excessive use of ergota- 
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mine preparations. However, when the drug is withdrawn, 
toxic symptoms disappear. 

In 7 cases a phenomenon occurred which was suggestive 
of a gynergen withdrawal type of headache. These 7 patients 
were daily users of the drug whose therapeutic effectiveness 
varied from 12 to 24 hours. As the drug wore off, a hemi- 
cranial vasodilating headache occurred necessitating an addi- 
tional administration of the drug. The withdrawal type of 
headache differs from the original migraine in that nausea and 
vomiting usually are absent. The authors believe that this 
phenomenon of withdrawal headache would occur with the 
excessive use of any vasoconstricting agent. 

As a result of this study the authors conclude that the 
use of ergot preparations daily or every other day is excessive 
and should be avoided. Ergotamine preparations should lhe 
administered cautiously and the patient should be instructed 
to use them sparingly. Failure to follow these instructions 
may result in (1) the appearance of toxic symptoms, (2) 
physical and psycnological dependence upon the drug, and 
(3) the occurrence of withdrawal headaches. Ergot prepara- 
tions should be reserved for relief of vasodilating headaches. 
It is up to the clinician to teach the patient to distinguish 
between the vasodilating and nonvasodilating types of headache 


DEVICE FOR MEASUREMENT OF DIFFERENCES IN HEIGHT 
OF OPPOSITE SIDES OF BODY 

A simple, accurate (to within one-eighth of an inch), 
inexpensive apparatus for measuring difference in height of 
opposite sides of the body is described by H. Wright Seiger, 
M.D., in the July 28, 1951, issue of the Journal of the American 
Medical Association. The apparatus, which can be made for 
a very few dollars, is considered by the author to be as 
accurate as the more elaborate rigid fluoroscopic screen technic. 
Moreover, with the patient in the erect, weight-bearing posi- 
tion measurements can be made in a matter of seconds. 

The device can be used to compare height of the anterior 
superior iliac spines, greater trochanters, and shoulders, as 
well as that of the lower extremities. 

The apparatus, as illustrated in the article, is made of 
three pieces of hardwood to which a slotted steel rule has 
been attached. The author mentions the possibility of a com- 
mercially-produced, light metal alloy model. 


MULTIPLE MYELOMA WITHOUT DEMONSTRABLE 
BONE LESIONS 

Before the advent of roentgen examination, multiple 
myeloma was a rarely diagnosed disease. With the increased 
use of x-ray diagnosis more and more cases were reported. 
Two types of bone lesions are recognizable on x-ray examina- 
tion. One is the classic focal, punched-out, lytic type of 
lesions; the other type is a diffuse decalcification, particularly 
in the vertebral column. Before marrow hyperplasia and bone 
resorption reaches such a marked degree as to be visible 
roentgenographically, however, a large number of myeloma 
cells are already present in the marrow and can, according 
to Robert S. Wallerstein, M.D., writing in the March, 1951, 
issue of the American Journal of Medicine, be diagnosed as 
myelomatosis despite completely negative x-ray findings. To 
prove his point the author cites three cases of multiple 
myeloma without demonstrable bone lesions seen by him within 
a year. 

The complaints of the three patients were variable. The 
first patient suffered severe bone pain, progressive anemia, and 
weight loss. The second patient reported progressive anemia, 
weakness and weight loss, and dysphagia and cheilosis, but no 
pain whatsoever. The chief complaints of the third patient 
were anemia, weakness, and weight loss, but again no pain. 
In only one case was Bence-Jones proteinuria present and in 
none were comprehensive x-rays of the osseous system helpful. 
The diagnosis was made in all cases by bone marrow aspira- 
tion. The diagnoses were supported by postmortem exami- 
nation in two instances. In both cases associated amyloid 
deposits, particularly in the heart, were revealed. 
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It is the author’s opinion that wider use of bone marrow 
aspiration in patients with obscure anemia, pain, weight loss, 
et cetera, would probably result in more cases of multiple 
myeloma being recognized. 

Morton Terry, B.A., D.O., M.Sc. (Ost.) 


THE USE OF THE FEMORAL VESSELS IN SHOCK 
AND INTRAVASCULAR THERAPY 


Description of a Needle Holder 


In the July, 1951, issue of American Practitioner, Welker 
Reynolds, Jr., M.D., outlines a technic for femoral vessel 
puncture and describes a needle holder which has given excel- 
lent results in approximately thirty indicated cases. 

When sufficient superficial venous routes are available 
venipuncture is the procedure of choice for administering 
parenteral fluids. When veins have collapsed or been oblit- 
erated, however, venipuncture becomes difficult or impossible. 
The usual substitute methods include “cut down” technic of 
venipuncture, hypodermoclysis, or proctoclysis. The method 
of using femoral vessels described by the author has several 
advantages over the above procedures: It does not destroy 
the vein, there is little danger of wound infection, and fluid 
enters the vein more rapidly. 

A needle holder has been designed for anchoring the 
needle in the femoral veins or arteries. It is described in 
detail by the author. Briefly, the holder is made with a 
flexible 26-gauge stainless steel base shaped in the form of 
a “T.” The barrel of the holder is freely movable—it can 
be adjusted to any angle from 0 to 90 degrees—and will accom- 
modate needles up to 15-gauge. The needles must be at least 
2¥, inches in length. Sixteen- to 18-gauge spinal needles were 
found to be most satisfactory although a 15-gauge intravenous 
needle was often used when rapid flow of blood was necessary 
in shock cases. Using an intravenous needle, up to 500 cc. 
of blood can be administered in 5 to 6 minutes by gravity 
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alone. The use of forced air pressure will increase the rapidity 
of administration. If speed is not necessary, an 18-gauge 
needle is used to administer fluids. 

The technic for femoral puncture is as follows: The 
femoral artery is first palpated and the femoral vein is then 
located medially. Ii necessary, the area of puncture may be 
shaved and a local anesthetic given if the patient is un- 
cooperative or apprehensive. Where speed is essential, both 
shaving and anesthesia are omitted. Before inserting the 
needle the area is made sterile. The needle, with stylet in 
place, is then inserted through the needle holder and a 5 to 10 
cc. syringe attached. The angle at which the needle will be 
inserted into the patient will depend upon the obesity of the 
individual. As the needle approaches the femoral vessels the 
stylet is removed. Pressure is applied until the needle en- 
counters firm resistance in the floor of the femoral triangle. 
Care must be taken not to penetrate the peritoneum, however. 
Sometimes a snap is heard as the vessel is entered although 
usually both walls are penetrated unknowingly. The vessel 
may be re-entered by slowly withdrawing the needle until the 
syringe begins to fill with blood. The color of the blood will 
indicate whether the vein or artery has been hit. After the 
blood has been reinjected into the vessel the syringe is 
removed and the needle connected to the adaptor of the 
infusion or transfusion set. The same procedure may be used 
to introduce a plastic catheter into the femoral artery or vein 
as an alternative technic for transfusing fluids, the only differ- 
ence being that the needle holder is not used. 

Two complications are possible in femoral vessel punc- 
ture: venous thrombosis and reflex arterial spasm. The author 
encountered neither in this series. 

The needle hoider may also be used as an anchor for 
(1) a spinal needle during a femoral anteriogram, (2) the 
needle during thoracentesis for traumatic pneumothorax, and 
(3) the needle during routine intravenous therapy if a needle 
2% inches or longer is used. 
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PATHOLOGIC PHYSIOLOGY: Mechanisms of Disease. Edited 
by William A. Sodeman, M.D., F.A.C.P. The Wm. Henderson Professor 
of the Prevention of Tropical and Semi-Tropical Diseases, Tulane 
University of Louisiana School of Medicine; Senior Visiting Physician, 
Charity Hospital of Louisiana; Consultant in Medicine, U. S. Marine 
Hospital at New Orleans. Cloth. Pp. 808, with illustrations. Price 
$11.50. W. B. Saunders Company, West Washington Square, Phila- 
delphia, 1950. 


The purpose of this excellent study of pathologic physi- 
ology is stated very clearly in the preface: “This volume, a 
collaborative effort by 25 authors [including the editor], ap- 
proaches problems of diseases in the field of Internal Medicine 
from the standpoint of disturbed physiology. Unlike the usual 
text, which is devoted to discussions of etiology, pathology, 
symptoms and treatment, this work analyzes symptoms and 
signs and the mechanisms of their development. The mono- 
graph is not intended to take the place of standard texts on 
physiology or texthooks of medicine. It does not aim at the 
completeness of either, hut does try to bridge the gap between 
them by presenting a clinical picture of disease seen as physio- 
logic dysfunction.” Throughout the book an attempt is made 
to explain how and why symptoms appear and so provide the 
student or physician with reasonable explanations for his 
findings. 


Editor Sodeman has organized this work into nine major 
sections dealing with (1) the circulatory system, (2) the 
respiratory system, (3) the digestive system, including a parti- 
cularly worthwhile discussion on carcinoma of the stomach, 
(4) the blood and spleen, (5) the urinary tract, (6) the 
endocrine glands, water balance, and nutrition, (7) the loco- 
motor system, (8) infectious diseases and allergy, and (9) 
physical, toxic, and chemical agents. The up-to-dateness of 
the book is indicated by the lengthy discussion of the use 
of ACTH and cortisone in the treatment of diseases of 


adaptation. It is important to note that neurologic problems 
and metabolic disturbances and disorders of acid-base balance 
are not discussed per se but only as they relate to various 
disease groups. 

From a typographic standpoint the book is excellent. The 
type size is clear and readable. Numerous charts and graphs, 
some black and white line drawings, and a few roentgenograms 
and photographs are used to illustrate the text. Extensive 
references are given at the end of each chapter. A complete 
index concludes the book. 


PROCEEDINGS OF THE SECOND CLINICAL ACTH CON- 
FERENCE. Edited by John R. Mote, M.D. Vol. 1—Research. Pp. 531, 
with illustrations. Vol. 2—Therapeutics. Pp. 716, with illustrations. 
Cloth. Price $8.50 each volume. The Blakiston Company, 1020 Walnut 
St., Philadelphia 5, 1951. 


The Second Clinical ACTH Conference sponsored by 
Armour and Company was held in Chicago December 8, 9, 
1950. The markedly increased availability of ACTH during 
1950 made both investigative and therapeutic study possible 
on a vastly greater scale than previously. Therefore, the 
amount of material presented at the Conference was too large 
to be published in a single volume. In consequence, papers 
were divided into research and therapeutic classifications and 
published in two volumes, although it is recognized that all 
work dealing with this new facet of medicine is still inves- 
tigative. 

The reports contained in the “Research” volume are 
primarily concerned with the more fundamental aspects of 
ACTH and adrenal cortical function as well as the effects 
of adrenal corticoids on different systems of the body under 
various metabolic and physiologic conditions and in normal 
and disease states. The papers in the “Therapeutic” volume 
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deal primarily with the results of ACTH treatment in disease 
syndromes, although most reports include observations of a 
fundamental character. An attempt is made in the second 
volume to summarize effects Of treatment in different diseases 
and to obtain a clearer picture of the therapeutic use of ACTH. 


Each volume contains, in addition to its own Table of 
Contents, a Table of Contents of the other volume. Examina- 
tion of these lists shows that investigations have been extensive 
and that the result is a substantial extension of knowledge 
concerning the role of the adrenals in health and disease 
and the use of ACTH in the treatment of many and varying 
disease syndromes. Bringing together the foremost of re- 
searchers and physicians in this field to report and discuss 
progress in this important new development is a most com- 
mendable undertaking on the part of Armour and Company 
and the finely edited reports presented by them are deserving 
of the attention of everyone interested in or concerned in 
keeping up with important advances in medicine. 


CHEST X-RAY DIAGNOSIS. By Max Ritvo, M.D., Assistant 
Professor of Radiology, Harvard Medical School; Instructor in Radi- 
ology, Tufts Medical School; Roentgenologist-in-Chief and Director, 
Department of Radiology, Boston City Hospital; Associate Radiologist, 
Beth Israel Hospital, Boston, Mass.; Radiologist, Jewish Memorial 
Hospital, Jewish Tuberculosis Sanitorium of New England, Revere 
Memorial Hospital, and Hudson Hospital. Cloth. Pp. 558, with 
illustrations. Price $15.00. Lea & Febiger, Washington Square, 
Philadelphia 6, 1951. 


The first essential of any text dealing with roentgen 
diagnosis is met with in this text—the illustrations are ade- 
quate in number and they are reproduced as negatives, thereby 
eliminating the reversal of black and white shadows. They 
are sharp; even the smaller images are clear-cut. 


The text itself is incisive, the necessary clinical relationship 
is indicated, and a brief pathological explanation ties up the 
completed subject. Instead of an overwhelming mass of 
additional references, several selected and readily obtainable 
references to late material are given. 


The book is divided into ten sections, with no apparent 
neglect on the sections dealing with the heart and great vessels 
as is often the case in general texts on the chest. Internists 
as well as radiologists will find the material of great practical 
value. 


MANUAL OF MASSAGE AND MOVEMENTS. By Edith M. 
Prosser, T.M.M.G., Trained Nurse and Certified Midwife. Member of 
Council of Chartered Society of Massage and Medical Gymnastics 
1936-44; Sister in Charge Massage Department and Principal of 
School 1930-49; continuing Examiner for Chartered Society of Physio- 
therapy at the Middlesex Hospital, London since 1928. Cloth. Pp. 
388, with illustrations. Price $5.00. J. B. Lippincott Company, East 
Washington Square, Philadelphia, 1951. 


The publication of the third edition of this manual on 
massage is an illustration of the important place which physical 
medicine holds among British physicians and medical institu- 
tions. The detail with which technics are worked out and 
the evident anatomical and physiological basis in which they 
originate point to a science and skill in massage with which 
American physicians of any school are largely unacquainted. 
This book is additional evidence that the English have a head 
start in physical medicine. 


SOMATIC DEVELOPMENT OF ADOLESCENT BOYS. By 
Herbert Rowell Stolz, M.D. and Lois Meek Stolz, Ph.D. Cloth. Pp. 
557, with illustrations. Price $9.00. The Macmillan Company, 60 
Fifth Ave., New York 11, 1951. 


A strenuous effort has been made here “to study the 
dimensional growth of individual adolescent boys in a sample 
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large enough to indicate the significance of individual differ- 
ences.” The study covers a period of 7 years and during that 
time 56 boys were examined every 6 months. The examinations 
included not only physical measurements, but also certain 
pertinent details of mental development and adjustment. The 
study, based on the premise that growing up is an individual 
process, takes into consideration the fact that physical and 
mental growth during adolescent years are closely related. The 
authors have accomplished their aim in a_ well-organized 
manner and present to the pediatrician, the psychologist, and 
the educator a Vast source of information relating to human 
development during the second 10 years of life. 


Although their literary style is somewhat cumbersome 
and ambiguous, the authors’ wide use of figures, charts, tables, 
and photographs makes their findings clear and concise. The 
book is well arranged and completely indexed so that specific 
information may be referred to easily. 


“Somatic Development of Adolescent Boys” is another 
step away from ihe static consideration of physical build 
according to chronological age alone. The authors have en- 
deavored to demonstrate that individual differences from the 
arbitrary norms follow a pattern and that these should be 
considered as important factors in the growth of adolescent 
boys. 


THE SCIENTIFIC PAPER—How to Prepare It, How to Write 
Tt. By Sam F. Trelease. Columbia University. Ed. 2. Cloth. Pp. 
163, with illustrations. Price $2.50. The Williams & Wilkins Company, 
Mt. Royal and Guilford Avenues, Baltimore 2, 1951. 


When the first edition of this manual was reviewed in 
the February, 1948, JourNAL, it was stated that it should be 
“owned and studied by all physicians who prepare papers for 
publication.” With the appearance of the second edition, there 
is no reason to alter that statement. The book continues to 
be outstanding in its field and the revisions and expansion of 
the new edition seem to make the information it contains more 
easily located and more easily read. 


As Trelease points out, few people like to write, even 
fewer are able to write easily, and those who can dash off a 
good scientific paper in a few hours are indeed rare. But in 
these modern times, writing has become essential in the prac- 
tice of many professional men, particularly those practicing 
the healing arts. Therefore, the only sensible approach is to 
learn how to write. Proficiency in writing—like other skills— 
is gained only through study and practice. Study of the 
Trelease manual and following its rules and suggestions will 
go a long way toward making the writing of professional 
papers easier and more rewarding—both to the writer and 
the reader. 


WHEN MINDS GO WRONG. A Simple Story of the Mentally 
Ill—Past, Present and Future. By John Maurice Grimes, M.D. Cloth. 
Pp. 237. Price $5.90. Published and distributed by the author, 5209 
S. Harper Ave., Chicago 8, 1949. 


In the first chapter the author makes clear the purpose 
of his book: “This message is a frank attack upon our 
present system of mental patient care. . . . It is made with 
a lively faith’ that the present system. will soon change—is 
even now changing. It is made in full knowledge of the fact 
that the attack—and the change—will displease thousands of 
persons closely concerned with the present system, but may 
benefit and please countless thousands of others just as closely 
concerned.” 


Dr. Grimes states that after having done 2 years of 
general hospital insnection for the American Medical Asso- 
ciation, he was invited by the secretary to direct a 2-year 
investigation of conditions in mental hospitals; that the work 
was undertaken with the assistance of three other physicians; 
that the facts gathered constituted mental hospital “dynamite” 
and its total amount was so great that the A.M.A. discreetly 
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decided to bury the report. The author found that hard to 
take and the present book is the outgrowth of his desire to 
bring to light his findings. 

On the basis of the length of his experience in psychiatry 
and the breadth of his experience in mental hospitals Dr. 
Grimes believes that he is able to tell a story that no psy- 
chiatrist has ever told and that many psychiatrists conspire 
to conceal. He also offers a solution to the problem of the 
care and treatment of the mentally ill which he considers 
workable. Certainly he tells his story in a manner that 
makes absorbing, if shocking, reading and presents his solution 
so that anyone concerned with the mentally ill cannot but be 
interested. The work is commended to workers whose occu- 
pations bring them in contact with the mentally ill or their 
problems and to individuals whose humanitarian interests 
incline them sympathetically toward the “most numerous and 
most pitiable of human sufferers.” 


GOOD FOOD FOR BAD STOMACHS. By Sara M. Jordan, 
M.D., and Sheila Hibben. With an Introduction by Harold W. Ross. 
Cloth. Pp. 255. Price $2.95. Doubleday & Company, 14 W. 49th St., 
New York 20, 1951. 


It is not sufficient for the doctor to sentence the ulcer 
patient to a restricted diet for the remainder of his life. He 
must point the way by which his patient, though not able to 
“eat like a king . . . can eat like a duke, or anyhow like an 
earl” as is promised by the famed author of the Introduction 
to this book. It should be something for the ulcerite to have 
The New Yorker's editor as a confrere and responsible for 
the book’s being written. 

One of the world’s foremost gastroenterologists has given 
the medical direction to the book while it was made a cook- 
book by a woman equally authoritative in the realm of food 
preparation. Nondieting members of the family as well as 
the housewife will rejoice in a “special diet” which all can eat 
with relish. 

One dilemma remains—ulcer diets of necessity are high fat 
and high cholesterol in content; chronic ulcer victims are 
aging and this type of diet should not be for them. The newer 
knowledge of nutrition has yet to reconcile a diet for bad 
stomachs with one that is remedial or preventive in athero- 
sclerosis. 

Read the three prefaces and prescribe the book for your 
patients. 


CORNELL CONFERENCES ON THERAPY. Volume IV. Edited 
by Harry Gold, M.D., Managing Editor. Cloth. Pp. 342. Price $3.50. 
The Macmillan Company, 60 Fifth Ave., New York 11, 1951. 


This is the fourth in a series of compiled reports of con- 
ferences at Cornell University Medical College on problems 
in therapy. The first volume was reported in THE JouRNAL, 
A.O.A. October, 1946. The conduct of the weekly discussions 
reported here remains that of informal, spontaneous, and free 
discussion of problems in therapy. The purpose of the dis- 
cussions is to stimulate interest in rational therapy and to 
coordinate pharmacologic theory with clinical practice. The 
conferences were originally designed for students of the third 


and fourth year classes of the medical college but members of » 


the house staff and visiting practitioners have evinced an active 
interest in the forums. Guest specialists from other institu- 
tions also serve on the panel of experts when round table 
discussions are held. Subjects covered in this volume include 
diabetic emergencies, syphilis—cardiovascular and neural—thy- 
roid disorders, hypertension, genitourinary infections, skeletal 
muscle disorders, menopause, and morphine addiction, together 
with a list of subjects covered in earlier volumes. The editing 
is aimed at clarity of text, concise formulation of questions and 
direct answers. The discussions are maintained on a high level 
with emphasis on authoritative defense of points of view 
presented by the speakers. 


BOOK NOTICES 
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VISCERAL RADIOLOGY. By Emerik Markovits, M.D., For- 
merly Scientific Collaborator of the Central Radiologic Institute of the 
General Hospital (Holzknecht-Institute), Vienna; Head of the Radiologic 
Department of Elizabeth Hospital of the City of Budapest; Post-gradu- 
ate Lecturer at the Central Radiologic Institute of the University of 
Budapest; Radiologist of the Steiner Cancer Clinic, Atlanta, Ga. Cloth. 
Pp. 612, with illustrations. Price $20.00. The Macmillan Company, 
60 Fifth Ave., New York 11, 1951. 


Students of the author’s previous book, “Bone and Joint 
Radiology,” will not need to be told that this author has 
mastered the art of teaching his subject to his reader. Each 
chapter, as in the earlier book, is introduced by the anatomy 
and physiology basic to the subject under discussion. 

The text is divided into six sections, covering the chest 
and the respiratory system, the circulatory system, the diges- 
tive system, the abdomen and abdominal organs, the genito- 
urinary system, and the central nervous system. Each section 
has diagrams which aid in the interpretation of the numerous 
roentgenograms clearly reproduced in the negative. Following 
each chapter will be found the differential diagnosis tables 
which the reader found so useful in the earlier book. 


The two books taken together constitute the best single 
source of information available to the roentgenologist in our 
smaller institutions, or to our physicians doing a moderate 
amount of diagnostic roentgenology for other practitioners. 
Careful study of these texts and their constant use as refer- 
ence material will make such osteopathic physicians worthy 
of a field in which tiiey are not specialists. Radiologists respon- 
sible for resident training in roentgenology will find this 
volume, as they found the first, indispensable as a teaching 
guide. A complete and well-chosen bibliography adds to the 
book’s value for this purpose. It is highly recommended. 


PRIMER ON FRACTURES. Prepared by the Special Exhibit 
Committee on Fractures in Cooperation with the Committee on Scientific 
Exhibit of the American Medical Association. Ed. 6. Cloth. Pp. 109, 
with illustrations. Price $2.00. Paul B. Hoeber, Inc., 49 E. 33rd St., 
New York City, 1951. 


This is the sixth edition of the American Medical Asso- 
ciation’s supplement to the annual Fracture Exhibit. It is a 
short, compact little handbook outlining the basic principles 
and latest developments in the treatment of fractures. In 
addition to specific technics for treating all common fractures, 
emergency first aid and splinting measures for arm and leg, 
and a list of splints and accessories to be kept in the doctor's 
automobile and office are given. The place of active move- 
ment and massage in the treatment of fractures is also dis- 
cussed _ briefly. 

The primer is illustrated with 48 black and white line 
drawings. Text appears on the right hand page only. The 
left hand page is left blank for note taking. This book should 
be particularly useful to students. Physicians will likewise 
find it valuable for ready reference. 


PERSONNEL ADMINISTRATION IN PUBLIC HEALTH 
NURSING. By William Brody, Director of Personnel, New York City 
Department of Health; Lecturer in Public Health Administration, 
Johns Hopkins University; formerly Director of Personnel, National 
War Labor Board. Cloth. Pp. 209, with illustrations. Price $3.25. 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 1951. 


This book is of special interest to all who are active in 
the public health field. Although the book deals specifically 
with public health nursing, the principles of good personnel 
management here expounded are sufficiently broad to be ap- 
plicable to similar situations in related fields. 

In stressing the importance of wise personnel management 
the author states: 

“In an essentially social and educational field like public 
health nursing, personnel administration must take into account 
the human values which are at least as important as the purely 
technical. The conditions of employment to which all public 
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health nursing agencies worthy of their name aspire are those 
which give to the individual worker assurance and pride in 
her work and in her identity with her agency, allow for the 
fullest possible personal and professional growth on the job, 
release social energies and reduce frustrations, and give free 
play to creativeness, special skills, and knowledge. Only under 
these conditions will production in this type of public service 
be at its best.” 

In the light of this avowed goal the author discusses 
every aspect of personnel management from hiring to firing. 
Principles of effective group dynamics and human relations 
are emphasized. Public health nursing directors and super- 
visors, health officers, school ,authorities, and directors of 
voluntary organizations are all faced with the problem of 
attracting and keeping well-qualified personnel. Large organi- 
zations can usually justify the expense of a_ professional 
personnel manager; however in the smaller organization such 
responsibility must be assumed by one of the regular admin- 
istrators. It is for these people that this book was written. 


TEXTBOOK OF MEDICAL CONDITIONS FOR’ PHYSIO- 
THERAPISTS. By Joan E. Cash, B.A., M.C.S.P. (Teachers’ Certif- 
icates). Cloth. Pp. 350, with illustrations. Price $5.00. J. B. Lippincott 
Company, East Washington Square, Philadelphia, 1951. 


This is a text for physiotherapists written by an English 
practitioner with an introduction by the physician in charge 
of physical medicine in Middlesex Hospital. Physical medicine 
both in America and in England is an outgrowth of old-school 
medicine as one of the methods of meeting the challenge of 
osteopathy. As such it behooves osteopathic physicians to 
become acquainted with its philosophy and its technics, both 
of which are being rapidly developed. 

Such knowledge of elementary pathology of tissue change 
in disease and the specific pathology of common disease as is 
necessary to the physiotherapist is presented in this text 
together with a medical description of the condition involved. 
Of specific interest and value to the physician, however, are 
the brief discussions that deal with the broad principles of 
treatment of these conditions by physical methods. This 
rationale of treatment deserves careful study by every osteo- 
pathic physician and much of it should be incorporated in 
courses dealing with osteopathic manipulative methods as 
supplementary material. These sections should also have 
the special attention of the departments of medicine in our 
own hospitals. 


The book is valuable as illustrative of the scope of physical 
medicine and physiotherapy and not of the methods of treat- 
ment administered by various electric modalities which are 
so often termed “physiotherapy” by osteopathic physicians and 
osteopathic institutions. 


ATLAS OF CROSS SECTION ANATOMY OF THE BRAIN. 
Guide to the Study of the Morphology and Fiber Tracts of the Human 
Brain. Fifth Section of Emil Villiger’s Brain and Spinal Cord, 
Fourteenth Edition, Revised by Eugen Ludwig, Professor of Anatomy, 
University of Basel. Atlas, Further Revised by A. T. Rasmussen, 
Professor of Anatomy, University of Minnesota. Cloth. Pp. 63. Price 
$5.00. The Blakiston Company, 1012 Walnut St., Philadelphia, 1951. 


Students of neuroanatomy will find this atlas indispensable 
to their study since it is so much more complete in detail 
than most of the textbooks on that subject. 

The atlas is based on the fifth section of Emil Villiger’s 
“Brain and Spinal Cord,” fourteenth edition, which is a known 
classic in itself. The cuts are full-page size. The book is so 
bound that the pages remain open without assistance and the 
reproductions are very clear. 

The nomenclature is that used by neuroanatomists and for 
the most part conforms to the BNA; new terms are self- 
explanatory. A total of 63 plates is presented. 


BOOK NOTICES 
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Osteopathic students of cranial bony structure will find 
this manual basic for mastering the internal structures of the 
brain of man and higher animals. 


FUNCTIONAL ANATOMY OF THE LIMBS AND BACK. By 
W. Henry Hollinshead, A.B., M.S., Ph.D., Head of the Section on 
Anatomy, Mayo €linic, Rochester; Professor of Anatomy, Mayo Foun- 
dation, University of Minnesota. Cloth. Pp. 341, with illustrations. 
Price $6.00. W. B. Saunders Company, West Washington Square, 
Philadelphia 5, 1951. 


The aim of this text is “to provide a readable account 
of that portion of anatomy which is of particular interest to 
those interested in the functions of muscles and the movements 
of the body,” as the author expresses it in his preface. It is 
intended mainly for students with no previous training in 
human anatomy, although the author hopes that it will also 
be of interest to more advanced students in the field. 


The book begins with a general description of the organi- 
zation of the body, including a discussion of anatomical 
terminology which makes it apparent that this section, at 
least, is intended primarily for the most elementary students 
(“what may seem at first an almost incomprehensible jargon 
will become a useful part of your scientific language”), and 
a simplified description of the organs of the body and their 
tissues. The remainder of the text is divided into four sections 
—the upper limb, the back, the lower limb, and the head, 
neck, and trunk. A great deal of the material deals with 
descriptive anatomy. Particular attention is paid to the volun- 
tary musculature of the body, with emphasis on functional 
groupings of muscles. 

The numerous drawings which illustrate the text are 
clear and precise. The writing, however, perhaps because 
Hollinshead took particular pains to be specific and to avoid 
ambiguity at all times, is rather dry and dull, which is, of 
course, infinitely better than the light-hearted approach too 
often found in texts at this level. 


VISUAL ANATOMY: HEAD AND NECK. By Sydney M. Fried- 
man, M.D., Ph.D., Professor of Anatomy, University of British Co- 
lumbia, Vancouver, Canada; Formerly, Associate Professor of Anatomy, 
McGill University, Montreal, Canada. Cloth. Pp. 217, with illustrations. 
Price $6.50. Charles C Thomas, Publisher, 301-327 East Lawrence Ave., 
Springfield, Ill., 1950. 


A new approach to anatomy is used in this book—that of 
proceeding outward from the basic structures to the more 
superficial ones. This would seem to be the more logical and 
orderly way to proceed; however, as Friedman employs it, it is 
at times confusing. A preferable system would seem to this 
reviewer to be first to present a general description of the 
region under consideration, and then to proceed with the 
“reverse” approach, so that some orientation would be pro- 
vided. However, Friedman assumes that the student for whom 
the book is intended has already had several courses in anatomy 
and should therefore be able to recognize structures. 


The book emphasizes the visual method of study. The 
drawings, painstakingly done by the author, are quite good; 
he has chosen to do most of them in white-on-black, which 
proves to be very attractive. The text which accompanies each 
illustration is intended only as a supplement to explain it more 
fully. Some clinical remarks are included, both to stress im- 
portant facts and also “to emphasize that Anatomy really is 
the helpful basic subject we claim it to be—a truth only too 
often discovered when all of Anatomy has been forgotten,” as 
Friedman sadly remarks. He has, apparently, a cynical attitude 
about the appeal that his subject usually has for students. This 
text, with its new approach and its emphasis on pictorial rather 
than verbal description, should do much to awaken a new 
interest in the student. 


| 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 
Fifty-Sixth Annual Convention, At- 
lantic City, N. J., July 14-18, inclu- 
sive. Program Chairman, William B. 
Strong, Brooklyn. 


American College of Osteopathic In- 
ternists, annual meeting, Des Moines, 
Iowa, October 29-November 1. Pro- 
gram Chairman, G. A. Whetstine, Wil- 
ton Junction, Iowa. 

American College of Osteopathic Ob- 
stetricians and Gynecologists, annual 
meeting, Hotel Statler, Detroit, Febru- 
ary 8-15. Program Chairman, Lester 
Eisenberg, Upper Darby, Pa. 

American College of Osteopathic Sur- 
geons, annual meeting, Hotel Statler, 
Washington, D. C., October 28-No- 
vember 1. Program Chairman, Albert 
B. Wheeler, Carthage, Mo. 

American Osteopathic Academy of Or- 
thopedics, annual meeting, Hotel Stat- 
ler, Washington, D. C., October 28- 
November 1. Program Chairman, 
Warren G. Bradford, Dayton, Ohio. 


American Osteopathic College of Proc- 
tology: See American Osteopathic So- 
ciety of Proctology. 

American Osteopathic College of Radi- 
ology, annual meeting, Hotel Statler, 
Washington, D. C., October 28-No- 
vember 1. 

American Osteopathic Hospital Associa- 
tion, annual meeting, Hotel Statler, 
Washington, D. C., October 28-No- 
vember 1. 

American Osteopathic Society of Proc- 
tology, with American Osteopathic 
College of Proctology, Atlanta Bilt- 
more Hotel, Atlanta, April 1-3. Pro- 
gram Chairman, George R. Norton, 
Fort Lauderdale, Fla. 


American Society of Osteopathic Anes- 
thesiologists, annual meeting, Hotel 
Statler, Washington, D. C., October 
28-November 1. 

Arizona, annual meeting, Hotel West- 
ward Ho, Phoenix, May 16-18. 

Arkansas, midyear meeting, Albert Pike 
Hotel, Little Rock, October 25. Pro- 
gram Chairman, Chester C. Chapin, 
Little Rock. 

California, annual meeting, Hotel Del 
Coronado, Coronado Beach, May 5-9. 
Program Chairman, Edward Randel, 
Los Angeles. 

Canadian Osteopathic Association, annual 
meeting, William Pitt Hotel, Chatham, 


Ontario, October 18-20. Program 
Chairman, Norman W. Routledge, 
Chatham. 


Colorado: See Rocky Mountain Osteo- 
pathic Conference. 

Hawaii, annual meeting, October 11-13. 
Program Chairman, C. W. Wyman, 
Honolulu. 

Illinois, annual meeting, Chicago, April 
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Beneath the surface 


Lange and Weiner suggest the term 
“hyperkinemics” to describe preparations 
such as Baume Bengué which produce 
blood flow through a tissue area. 

They point out that hyperkinemic 
effect, as measured by thermoneedles, 
may extend to a depth of 2.5 cm. 

below the surface of the skin. 


In arthritis, myositis, muscle sprains, 
bursitis and arthralgia, Baume Bengué 
induces deep, active hyperemia and 
local analgesia. Systemically, Baume 
Bengué promotes salicylate action against 
underlying disease factors. It provides 
the high concentration of 19.7% methyl 
salicylate (as well as 14.4% menthol) 


in a specially prepared lanolin base : M 
to foster percutaneous absorption. > 


Baume Bengué 


ANALGESIQUE 


I. Lange, K., and Weiner, D.: J. 
Invest. Dermat. 12:263 (May) 1949. 


Leeming 155 East 44th Street, New York I7, N.Y. 


New York, annual meeting, Hotel Stat- 
ler, New York City, October 12, 13. 
Program Chairman, Ferdinand C. 
Gettler, Richmond Hill, L. I. 


North Carolina, annual meeting, Battery 


Park Hotel, Asheville, October 19, 
Kentucky, annual meeting, Brown Hotel, 20. Preerem Chalewen, E. 


Louisville, October 24, 25. Program Smith, Asheville. 
Chairman, Martha Garnett, Louisville. 


25-27. Program Chairman, Ransom L. 
Dinges, Orangeville. 

Iowa, annual meeting, Hotel Savery, Des 
Moines, May 19, 20. Program Chair- 
man, Donald C. Giehm, Sioux City. 


North Dakota, annual meeting, Hotel 
Wahpeton, Wahpeton, May. Program 
Chairman, Erwin O. Smith, Wahpeton. 


Maine, midyear meeting, Penobscot Ho- 
tel, Bangor, Maine, December 7, 8. 
Program Chairman, Harry J. Petri, 
Portland. Annual meeting, Hotel Samo- 
set, Rockland, June 19-21. 


Northwest Osteopathic Convention, an- 
nual meeting, Chinook Hotel, Yakima, 
Washington, June 23-25. Program 

Missouri, annual meeting, Hotel Con- Chairman, Wilbert B. Saunders, Se- 
tinental and Municipal Auditorium, attle. 

Kansas City, November 5-7. Program Ohio, refresher course, Hotel Carter, 

Chairman, M. E. Elliott, Chillicothe. Cleveland, October 23, 24. Program 
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PLEASE MENTION 


EXAMINATION AND TREATMENT TABLE 


MODEL “B,” TYPE 4 


Where there is a need for an 
extremely flexible examination and 
treatment table, the new Ritter 
Multi-Purpose Table, Model B, 
Type 4, is “made to order.” All 
neck and head positions can be 
accommodated with the easily ad- 
justable headrest. The Type 4 Table 
is readily adjusted to any required 
position. A touch of the toe on the 
foot controls and the motor-driven 
hydraulically operated base raises 
and lowers patients to convenient 
treatment level quietly and smooth- 
ly. The new Ritter Examination and 
Treatment Table has an extreme 
low position of 24%”, enabling 
infirm, arthritic and aged patients 


to get on the table more easily. A 
hand tilt lever allows a tilt of 30° 
head low. With head section ex- 
tended the table is 76” in length 
and 23” wide. 180° rotation is pos- 
sible on a sturdy base, designed to 
prevent accidental tilting. 
Patients enjoy the comfort of the 
new Ritter Examination and Treat- 
ment Table. They rest on resilient 
sponge rubber cushions covered 
with vinyl coated nylon fabrics. 
Optional equipment such as stir- 
rups can be provided at slight ad- 
ditional cost. ‘ 
Be sure to ask your Ritter dealer 
for a demonstration of this new 
Ritter Multi-Purpose Table. 


Ritter, 


RITTER PARK, ROCHESTER 3, 
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Chairman, Donald V. Hampton, Cleve- 
land. 

Oklahoma, annual meeting, Hotel Bilt- 
more, Oklahoma City, November 6-8. 
Program Chairman, P. A. Harris, 
Oklahoma City. 

Oregon: See Northwest Osteopathic 
Convention. 

Rocky Mountain Osteopathic Conference, 
midyear meeting, Broadmoor Hotel, 
Colorado Springs, Colorado, November 
9-11. Program Chairman, Harold L. 
Will, Colorado Springs. 

Tennessee, annual meeting, Andrew Jack- 
son Hotel, Nashville, October 9-11. 
Program Chairman, John C. Emmons, 
Chapel Hill. 


Texas, annual meeting, Adolphus Hotel, 
Dallas, May 1-3. Program Chairman, 


A. L. Garrison, Port Arthur. 


Virginia, annual meeting, The Lodge, 


Williamsburg, May 23, 24. 


Washington, seminar, Gowman Hotel, 
Seattle, December 1. Program Chair- 
man, H. F. Kale, Seattle. See also 


Northwest Osteopathic Convention. 


West Virginia, refresher course, Green- 


brier Hotel, White Sulphur Springs, 
November 5, 6; annual meeting, Daniel 
Boone Hotel, Charleston, June 8-10. 
Program Chairman for both meetings, 
Roland P. Sharp, Mullens. 
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OFFICIAL AND AFFILIATED 
ORGANIZATIONS 
ARIZONA 


State Society 

The officers and members of the board 
of trustees were reported in the July 
JournaL. Since that time Thomas J. 
Odom, Tucson, has also been appointed 
a trustee. Russell Peterson, Phoenix, 
has been named public and professional 
welfare chairman. 


State Society Auxiliary 

The officers are: President, Mrs. Oline 
Peterson, Phoenix; president-elect, Mrs. 
Hazel Towne, Tucson; vice president, 
Mrs. Lily Meyer; secretary-treasurer, 
Mrs. Hazel Nowlin; and corresponding 
secretary, Mrs. Betty Stiles, all of 
Phoenix. 

COLORADO 
State Society 

A 2-day meeting was scheduled for 
September 15 and 16 at Grand Junction. 
The program included the following 
talks: Earle F. Waters, Salt Lake City, 
“Rectal Reflexes”; Omer P. Gabelman, 
Montrose, “Use of ACTH in Rheuma- 
toid Conditions”; and Lyle W. Graham, 
Grand Junction, “Some Diagnostic Prob- 
lems in Recent Cases.” Association af- 
fairs were discussed by C. C. Thorpe, 
Longmont, C. M. Parkinson, and C. 
Lloyd Peterson, both of Denver. 

See also Rocky Mountain Osteopathic 
Conference under Special and Specialties 
Group. 

State Society Auxiliary 

The officers are: President, Mrs. 
George B. Nahrgang, Boulder; presi- 
dent-elect, Mrs. Guy F. Dunn; vice 
president, Mrs. C. C. Henry; recording 
secretary, Mrs. J. W. Tedrick, all of 
Denver; corresponding secretary, Mrs. 
R. W. Hays, Ft. Collins; and treasurer, 
Mrs. C. C. Thorpe, Longmont. 

A business meeting was scheduled for 
September 15 at Grand Junction. 


Western Slope 
Owen O. Taylor and Herbert L. Sand- 
ers, both of Grand Junction, were to 
conduct a round table discussion at the 
September 14 meeting in Grand Junction. 


ILLINOIS 

State Society 
In addition to the officers listed in the 
July Journat, Walter C. Eldrett, Chi- 
cago, has been elected to the newly 
created office of secretary-treasurer. He 
is also a member of the board of trustees. 


Committee chairmen are: Ethics and 
censorship, Seaver A. Tarulis, Chicago; 
public education on health, C. F. Cryer, 
El Paso, and Louis E. Browning, Bloom- 
ington; professional education, Louise 
W. Astell; constitution and _ bylaws, 
Harold W. Osborn, both of Champaign ; 
membership, Lloyd R. Wood, Oregon; 
and convention program, Ransom L. 
Dinges, Orangeville. 


District Six 
At the June 26 meeting in Lincoln 
the speakers were W. Fraser Strachan 
and Mr. Albert Gardner, both of Chi- 
cago. 
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IOWA 
State Society 


Officers, committee chairmen, and two 
members of the board of trustees were 
listed in the August JouRNAL. Raymond 
S. Farran, Sioux City, Holcomb Jordon, 
Davenport, John Q. A. Mattern, Des 
Moines, George Sutton, Mt. Pleasant, 
and Norman D. Weir, Woodbine, also 
were elected trustees. 


KANSAS 
Southwestern 


The officers are: President, V. A. 
Leopold; vice president, J. D. Raynes- 
ford, both of Garden City; and secre- 
tary-treasurer, G. C. Martin, Ulysses; 
Oscar €. Kappler, Liberal, is program 
chairman. 


MAINE 
Hospital Association 


A meeting has been scheduled for De- 
cember 6 at Bangor. Sargent Jealous, 
Saco, has been named program chair- 
man. 


MICHIGAN 
State Society 


According to advance announcement, 
the program of the annual convention in 
Grand Rapids October 1-4 was to in- 
clude the following: “Is Our Health 
Related to the Soil?” L. J. Rodale, 
Emmaus, Pa.; “How D.O. Millions Are 
Advancing Osteopathic Education,” Mr. 
Lewis F. Chapman, Chicago; panel dis- 
cussion, “Peripheral Vascular Disease,” 
moderated by Stuart F. Harkness, Des 
Moines, Iowa, and including “Differential 
Diagnosis of Peripheral Vascular Prob- 
lems,” Martin L. Friedenberg, Detroit, 
“Medical Aspects of the Treatment of 
Peripheral Vascular Problems,” Neil R. 
Kitchen, Highland Park, Mich., and 
“Newer Surgical Trends in the Handling 
of Peripheral Vascular Problems,” W. 
Donald Baker, Los Angeles; panel dis- 
cussion, “Diseases of the Kidney,” in- 
cluding “Anatomy and Physiology of 
the Kidney,” W. D. Collings, Ph.D., 
East Lansing, Mich., “Diagnosis and 
Medical Treatment of Renal Disease,” 


Disease,” J. Donald Sheets, 
Park, Mich.; panel discussion, “New 
Ideas and Trends in Diagnosis and 
Treatment,” moderated by Dr. Baker, 
and including “Recent Advances in Diag- 
nosis and Treatment of Neoplastic Dis- 
eases,” Dr. Harkness, “New Treatment 
of Hip Fracture in the Aged—Medical 
Aspects,” Joseph A. Amalfitano, High- 
land Park, Mich, and “Orthopedic 
Management,” J. Paul Leonard, Detroit, 
and “Radiographic Diagnosis and Treat- 
ment,” Edward P. Small, Jr., Detroit; 
“Health Problems of the Industrial 
Worker,” Mr. Harry Becker, Director, 
Social Security Department UAW-CIO; 
and “Problems of Health Care in Public 
Assistance,” Mr. W. J. Maxey, Director, 
Department of Social Welfare, State 
of Michigan, with John P. Wood, Birm- 
ingham, Mich., moderator. 


Highland 


Stanley J. Turner, Highland Park, Mich., | 
and “The Surgical Aspects of Kidney | 
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Bi-Pen—crystalline procaine penicillin G and buffered crystalline 
penicillin G potassium—is an outstanding preparation for day-in 
and day-out use in the treatment of many infectious diseases. Con- 
taining 400,000 units per cc. when suspended in water, it provides 
100,000 units of potassium penicillin G and 300,000 units of pro- 
caine penicillin G per dose. Note these desirable features: 


High Initial Levels. Rapid absorption of the soluble crystalline 
potassium penicillin leads to high initial plasma levels for prompt 


therapeutic effect. 


Prolonged Levels. Delayed absorption of the procaine penicillin 
depot gives demonstrable blood levels for 24 hours in most patients 
from a single 1 cc. injection daily. 2 cc. may be given at one time 


if required. 


Easy to Prepare. The addition of 4.2 cc. of Water for Injection to 
the contents of the 5 dose vial produces 5 cc. of prepared Bi-Pen 
which is free-flowing and is readily aspirated and injected through 


a 20-gauge needle. 


Supply. Bi-Pen is supplied in three package sizes for utmost flexi- 
bility of use: (1) 5 dose vial; (2) single dose vials in individual 
boxes; (3) single dose vials in boxes of 50. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION e 17 E. 42nd STREET, NEW YORK 17, N. Y. 


MISSOURI 


State Society 


The following Osteopathic Progress 
Fund district chairmen have been named: 
Buchanan County, Clifford L. Steidley, 
St. Joseph; Central, R. B. Baize, La- 
donia; Central Ozark, Ralph O. De Witt, 
Waynesville; Jackson County, Lee E. 
Davidson, Kansas City; North Central, 
John Otis Carr, Marceline; Northeast, 
Howard E. Gross, Kirksville; North- 
west, Wayne E. Maxwell, Savannah; 
Osage Valley, Kenneth Dale Atterberry, 
Camdenton; Ozark, Wilma Westfall, 
Springfield; Southeast, Ralph M. Steven- 
son, Cape Girardeau; Southwest, Irvine 
E. Kilbane, Sarcoxie; and West Central, 
Gus S. Wetzel, Clinton. 


PROLONGED LEVELS = 


Hospital Association 
A meeting was to be held September 
16 in Jefferson City. James D. Hicks, 
St. Louis, was to preside over a sym- 
posium on “Hospital Management of 
the Individual Patient.” 
Central Ozark 
The officers are: President, James D. 
McLeod, Salem; vice president, Warren 
M. Cottingham, Rolla; secretary-treas- 
urer, John A. Mihalevich; and corre- 
sponding secretary, Mrs. John A. 
Mihalevich, both of Crocker. 
At the September 6 meeting in Rolla 
Mr. Lawrence D. Jones gave a talk 
on “Service of the Osteopathic Profes- 


sion.” 
Northeast 
Earl Laughlin, Jr., Kirksville, and 
Fred M. Still, Macon, participated in a 
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round table discussion of alcoholism at 
the August 9 meeting in Macon. 


West Central 
Mr. Clyde A. Bridger, Director of 
Bureau of Vital Statistics of State 
Division of Health, spoke at the June 
21 meeting in Cole Camp. 


OHIO 
State Society 
Speakers at the 2-day refresher course 
scheduled for October 23, 24 in Cleve- 
land will be C. Robert Starks, Denver, 
Allan A. Eggleston, Montreal, Canada, 


‘and George W. Northup, Morristown, 


aN. 


Hospital Association 
The officers are: President, Mr. Wil- 
liam Maskell, Sandusky; vice president, 


Mrs. Dale Drake, Toledo; and secretary- 
treasurer, Mr. E. A. Paisley, Akron. 

Mr. Paul Riemann, Marietta, and Mr. 
Joseph Back, Dayton, are the trustees. 


Fourteenth District (Marietta) 

Rollin A. Humphrey, West Union, W. 
Va., talked on “Problems of the General 
Practitioner” at the July 19 meeting in 
Marietta. 

The fifteenth annual picnic was held 
at Marietta on August 16. 


Fifteenth District (Cincinnati) 

The officers and trustees were listed 
in the July JourNAL. 

Committee chairmen are: Program, 
Peter A. Martin, Norwood; legal and 
legislation, Stephen J. Thiel; public re- 
lations, J. Collin Kratz; and professional 
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relations, A. Clinton McKinstry, all of 
Cincinnati. 

Gertrude H. Reimer has _ succeeded 
Tom V. Canfield as editor of Cincinnati 
Osteopathic News. 


OKLAHOMA 
Eastern District 
The officers are: President, T. H. 
Conklin, Stigler; vice president, Ernest 
T. Ross, Okmulgee; and secretary-treas- 
urer, G. D. Youngblood, Westville. 
O. R. Van DeLinder, Sallisaw, is 
program chairman. 


OREGON 
State Society Auxiliary 
The officers are: President, Mrs. E. 
L. Burnham, Oregon City; president- 
elect, Mrs. J. A. Cooney, Oswego; first 
vice president, Mrs. °C. G. Peterson, 
Albany; second vice president, Mrs. 
J. S. Heatherington, Medford; secretary, 
Mrs. R. R. Sherwood, Troutdale; and 
treasurer, Mrs. W. P. Goulding, Cor- 
vallis. The officers were incorrectly listed 
in the August JouRNAL. We regret this 
error. 
RHODE ISLAND 
State Society 
Ellis A. Rosenthal, Cranston, has been 
appointed chairman of industrial and 
institutional service. John M. Giblin, 
Bridgeton, is in charge of veteran’s 
affairs. 
TENNESSEE 
Eastern 
The officers are: President, Leonard 
J. Phillips, Friendsville; vice president, 
Leo C. Benson, Gatlinburg; and secre- 
tary-treasurer, Alberta Johnson Alm- 
quist, Chattanooga. 


TEXAS 
Tarrant County 

The officers are: President, Robert B. 
Beyer; vice president, Robert L. Hod- 
shire; and secretary-treasurer, C. E. 
Dickey, all of Ft. Worth. 

Committee chairmen are: Membership, 
Dr. Dickey; ethics, J. R. Thompson; 
hospitals, George F. Pease; convention 
program, D. D. Beyer; public health 
and public charity, Howard G. Buxton; 
and public relations and disaster relief, 
Phil R. Russell, all of Ft. Worth. 


District Two 
Lester L. Hamilton, Ft. Worth, has 
been appointed convention program chair- 
man. 
WEST VIRGINIA 
State Society 
Charles S. McElroy, Follansbee, is 
chairman of professional visual educa- 
tion. Other committee chairmen were 
listed in the August JouRNAL. 


WISCONSIN 

State Society 
A special state meeting was held Sep- 
tember 9 in Madison to discuss the 
osteopathic educational program. Speak- 
ers were: Richard N. MacBain, Presi- 
dent, CCO; Edwin F. Peters, Ph.D., 
President, DMS; Mr. Morris Thompson, 
President, KCOS; and Mr. Lewis F. 
Chapman, Chicago, Director of Osteo- 
pathic Progress Fund. 


ay 


eile | 
| 
: | 
| 
| 


Journal A.O.A. 
October, 1951 


Fox River Valley 
A meeting was to be held in Bonduel 
on September 13. 
Madison 
A report on the Osteopathic Progress 
Fund was scheduled at the special meet- 
ing held in Madison on September 10. 
Milwaukee 
A meeting was to be held in Milwau- 
kee on September 11. 


Northwest 
A meeting was scheduled for Eau 
Claire on September 12. 


WYOMING 
State Society 
Petrus E. Johanson, Laramie, has been 
elected president. 


SPECIAL AND SPECIALTY 
GROUPS 


AMERICAN COLLEGE OF 
OSTEOPATHIC SURGEONS 

Papers to be presented at the annual 
convention in Washington, D. C., Octo- 
ber 29 through November 1 are: “Psy- 
chology of Surgery,” Frederick A. Long, 
Philadelphia; “Congenital Heart,” Wal- 
ter E. Heinlen, Des Moines, Iowa; 
“Resuscitation of the Patient Who Dies 
in the Operating Room,” Leonard C. 
Nagel, Cleveland; “Electrolytic Balance,” 
Leo R. Conley, Columbus, Ohio; “Sur- 
gical Management of Subacromial Bur- 
sitis,” William FE. Clouse, Chicago; 
“Physical Diagnosis of Carcinoma of the 
Breast,” Paul R. Koogler, Kirksville, 
Mo.; “Neoplasms of the Colon,” Galen 
S. Young, Philadelphia; “Surgery in the 
Noncalculous Gallbladder,” Howard C. 
Baldwin, Tulsa, Okla.; “Surgical and 
Nonsurgical Treatment of Sterility,” 
Richard N. Sheppard, Cleveland; “Is 
Your Surgical Case a Glandular Prob- 
lem?” Quintos W. Wilson, Kansas City, 
Mo.; “Making the Patient Safe for 
Surgery,” Edward G. Drew, Waterville, 
Me.; “Management of Joint Fractures,” 
Troy L. McHenry, Los Angeles; “Neu- 
rovascular Symposium,” with W. Donald 
Baker, Los Angeles, as moderator and 
including “The Congenital Vascular 
Cripple,” Albert C. Johnson, Detroit, 
“The Neurovascular Neurotic,” K. Gros- 
venor Bailey, Los Angeles, and “The 
Neurovascular Death Sentence,” Randall 
J. Chapman, Burbank, Calif., “Vascular 
Tragedies Controlled by Sympathectomy,” 
John A. Costello, Los Angeles; “Neuro- 
vascular Problems,” Dr. Baker; “Hema- 
turia in Urological Tract Malignancies,” 
Michael Blackstone, Allentown, Pa.; 
“The Chronic Appendix,” Jack Goodfel- 
low, Oakland, Calif.; “Manufacturing 
Research and the Healing Arts,” Mr. 
Ernest I. Kilcup, Providence, R. I.; 
“Register of Training Programs—The 
Certification Program,” James M. Eaton, 
Philadelphia, moderator, and Orel F. 
Martin, Coral Gables, Fla., K. George 
Tomajan, Boston, and John P. Schwartz, 
Des Moines, Iowa, as panel members; 
“Sliding Inguinal Hernia,” Delbert F. 
Johnson, Nevada, Iowa; “Gallbladder” 
Diseases and Management,” Frank A. 
Piazza, Long Beach, Calif.; “Cancer as 
Encountered in Everyday Practice,” and 
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“The Present Status of Cancer Therapy,” 
both by Louis C. Kress, M.D., Buffalo. 

The advance announcement listed the 
following as alternates: “Metastasis,” 
D. W. Hendrickson, Wichita, Kans. ; 
“Multiple Primary Malignancies,” Albert 
F. Kull, South Bend, Ind.; “Suprapubic 
Prostatectomy,” Robert C. Shaft, Wes- 
ton, W. Va.; and “Appendicitis,” William 
E. Waldo, Seattle. 

Also, the following round table con- 


ferences are to be held: “Surgery,” 
James O. Watson, Columbus, Ohio, 
moderator; “Ophthalmology and Oto- 


laryngology,” J. Ernest Leuzinger, Phila- 
delphia, moderator; and “Urology,” 
George F. Scouten, Long Beach, Calif., 
moderator. 


AMERICAN OSTEOPATHIC ACADEMY 
OF ORTHOPEDICS 


The following is a list of the papers 
and discussions planned for the annual 
meeting in Washington, D. C., October 
28-31: The Symposium on “Pathologies 
of the Shoulder Girdle,” is to include 
“Differential Diagnosis of Pathology,” 
Charles H. Brimfield, York, Pa., “Radio- 
graphic Evaluation of Pathologies,” 
Clyde C. Henry, Denver, “Role of 
Manipulation in Pathologies,’ Hooker 
N. Tospon, St. Joseph, Mo., and “Indica- 
tion for Surgical Procedures,” Troy L. 
McHenry, Los Angeles; “The Applica- 
tion of Osteopathic Therapy in Ortho- 
pedics,” Richard N. MacBain, Chicago; 
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AMERICAN OSTEOPATHIC COLLEGE 
OF RADIOLOGY 


According to an advance announce- 
ment, the following papers were to be 
given at the annual convention in Wash- 
ington, D. C., October 28-31: “Bone 
Changes in Vitamin Deficiency,” George 
W. Rea, Kirksville, Mo.; “Acute Dis- 
eases of the Chest,” Burwell S. Keyes, 
Los Angeles; “Tumors of the Middle 
and Posterior Mediastinum,” A. G. Reed, 
Tulsa, Okla.; “The Chest in Geriatrics,” 
Wesley V. Boudette, Akron, Ohio; 
“Acute Pulmonary Pathology,” Paul T. 
Lloyd, Philadelphia; “A Portfolio of 
Roentgen Pathologies of the Skull,” Jack 
H. Grant, Chicago; “Chamber Enlarge- 
ment of the Heart,” John H. Pulker, 
Flint, Mich.; “The Duodenum,” Ken- 
neth L. Wheeler, Philadelphia; “Legal 
Aspects of Radiological Practice,” Mr. 
Charles J. Chastang, Columbus, Ohio; 
“The Radiologist in Court,” Gervase 
C. Flick, Boston; “Physiological Aspects 
of Radiation Hazards from the Stand- 
point of the Radiologist,” H. Miles 

Snyder, Detroit; “Cutaneous Cancer,” 
simple ticle indefinitely, and C. A. Tedrick, Phoenix, Ariz.; “Lami- 
sae Drove as baling as a furious fountain of blood which suddenly st ay nagraphy,” Eugene R. Kraus, New York 
j KOAGAMIN’S action is normally predictable because of its direct i City; “The Urinary Tract,” Hervey S. 
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K may be used with KOAGAMIN to effect faster control. : William L. Tanenbaum, Philadelphia; 
De Lee Greentill, Principles and Practices of Obstetrics, 8th 803.W Saunders “Renal Tumors, with Special Refer- 
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KO AG AMIN ; P. Small, Jr. Detroit; “Radiographic 
Bre: Evaluation and Orthopedic Management 
(An aqueous solution of oxalic and malonic acids tor “a rem of Low-Back Pathologies,” Donald C. 

- Siehl, Dayton, Ohio, and James N. Fox, 
Dayton, Ohio; “Surgical Management of 
Joint Trauma,” Dr. Scott and Thomas 
T. McGrath, both of Kansas City, Mo.; 
and “The Diagnosis of Disk Lesions—A 
New Approach,” Dr. Lloyd and James 
M. Eaton, Philadelphia. 


Also to be included were the Trenery 
Lecture and a round table discussion on 
therapy with Dr. Lloyd as_ chairman 
and Wilmot F. Robinson, Los Angeles, 
H. Miles Snyder, Detroit, Kenneth L. 
Wheeler, Philadelphia, and Dr. Tanen- 
baum as panel members. 


AMERICAN OSTEOPATHIC HOSPITAL 
ASSOCIATION 


Papers to be given at the annual con- 
vention in Washington D. C., on Octo- 
ber 28-31 are: “A.O.H.A. Progress 
“Cervical Pain with Associated Brachial “Radiographic Evaluation and Ortho- During Past Year,’ Mr. William S. 
Neuritis,” Arnold Gerber, Philadelphia; pedic Management of Low-Back Patholo- Konold, Columbus, Ohio; “Medical Rec- 
“Surgical Management of Subacromial gies,” Donald C. Siehl, Dayton, Ohio, | ords—Good Charting—Responsibility for 
Bursitis,” William E. Clouse, Chicago; and James N. Fox, Dayton, Ohio;:“Sur- Proper Charting—How to Cope with the 
“The Orthopedist as a Consultant,” Har- gical Management of Joint Trauma,” Habitual Offender,” Ralph F. Lindberg, 
old E. Clybourne, Columbus, Ohio; Thomas T. McGrath and Hervey S. Detroit; “Ways and Means of Staffing 
“Progressive Structural Study of School Scott, both of Kansas City, Mo.; and Our Hospitals with the Best Nursing 
Children,” Wallace M. Pearson, Kirks- “The Diagnosis of Disk Lesions—A New Service,” Esther L. Shipe, Chester, Pa.; 
ville, Mo.; “Surgery of the Hand,” Don- Approach,” James M. Eaton and Paul “Postgraduate Training in a Modern 
ald M. Donisthorpe, Los Angeles; TT. Lloyd, Philadelphia. Osteopathic Hospital,” Floyd F. Peck- 
“Management of Joint Fractures,” Dr. Also to be on the program were sev- ham, Chicago; “What an Intern Expects 
McHenry; “Trauma and the Sympa- eral round table discussions: “Nonsur- During His Year’s Service,” H. Dale 
‘thetic Nervous System,” Leonard C. gical Orthopedics,” Karl P. B. Madsen, Pearson, Erie, Pa.; “What the Hospital 
Nagel, Cleveland; “Hallux Valgus with Oakland, Calif., moderator; “Surgical Expects from the Intern,” Orel F. Mar- 
Associated Tuberculosis,” Walter R. Procedures,” Dr. Eaton, moderator; and tin, Coral Gables, Fla.; “Buying Tips,” 
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Hospital,” Mr. Philip Rosenthal, Phila- 
delphia ; “Public Relations—External and 
Internal,” Mr. James Cox, Columbus, 
Ohio; “Personnel Relations,” Mr. E. L. 
Herbert, Chicago; “Admitting and Dis- 
charge Procedures,” R. O. Bowker, Flint, 
Mich.; “Successful Methods in Credits 
and Collections,” Mr. William R. Kane, 
Washington, D. C.; “Housekeeping and 
Maintenance,” Miss Jean Hall, Philadel- 
phia; “Hospital Economics Today and 
Tomorrow,” Mr. Konold; “Legal As- 
pects of Hospital Administration,” Mr. 
Charles J. Chastang, Columbus, Ohio. 
AMERICAN SOCIETY OF 

OSTEOPATHIC ANESTHESIOLOGISTS 

Talks to be presented at the annual 
convention in Washington, D. C., Octo- 
ber 29-31 include: “The Relationship 
Between the Surgeon, Anesthetist, and 
Patient,” Karnig Tomajan, Boston; 
“Resuscitation of the Patient Who Dies 
in the Operating Room,” Leonard C. 
Nagel, Cleveland; “Symposium on Spinal 
Anesthesia,” moderated by J. Calvin 


Geddes, Mt. Clemens, Mich., including | 


“Minimal Dose Spinal for Cesarean 
Section,” Mahlon L. Ponitz, Detroit, and 
“Spinal Anesthesia for the Aged and 
Cardiac Risks,” J. Maurice Howlett, 
Detroit; “Diagnostic and 
Blocks,” J. Eugene Ruben, M.D., Phila- 
delphia ; “Symposium on Inhalation Anes- 
thesia,” moderated by Francis J. Smith, 
and including “In Chest Surgery,” J. 
Craig Walsh; “In Tonsillectomies,” Mor- 
ris L. Stein; and “In the Poor-Risk 
Patient,” Dr. Smith, all of Philadelphia; 
“Symposium on Pediatric Anesthesia,” 
moderated by Amanda C. Marshall, Los 
Angeles, including “Improved Efficiency 
in Respiration During Pediatric Anes- 
thesia,” John B. Quick, North Holly- 
wood, Calif., “Hematology and Fluid 
Replacement in Pediatric Anesthesia,” 
John S. Stratton, Alhambra, Calif., and 
“Selection of Agents and Technics for 
the Pediatric Patient,” Glenn F. Gordon, 
Glendale, Calif.; “Postspinal Back Pain,” 
James M. Eaton, Philadelphia; anes- 
thesia round table conference moderated 
by Harry J. Petri, Jr., Portland, Me., 
and including “Intern and Residency 
Training,” Dr. Howlett, and “Anesthetic 
Morbidity,” Lloyd Z. Kammer, Akron, 
Ohio; “Manufacturing Research and the 
Healing Arts,” Mr. Ernest I. Kilcup, 
Providence, R. I.; and “Symposium on 
Endotracheal Anesthesia,” led by K. 
George Tomajan, Boston, and Dr. Walsh. 
CENTRAL STATES OSTEOPATHIC 
SOCIETY OF PROCTOLOGY 

The officers are: President, F. St. 
John, Zanesville, Ohio; vice president, 
E. R. Horton, Jr., Ft. Wayne, Ind.; and 
secretary-treasurer, Harry M. Rothman, 
Columbus, Ohio. 

A meeting has been scheduled for Oc- 
tober 28-30 at Columbus, Ohio. The 
speakers will be: Randall O. Buck, To- 
ledo, Ohio; Lester J. Vick, Amarillo, 
Tex.; and Robert E. Luby, Columbus, 
Ohio. 
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Springs, Colo., will include the following 
speakers: Floyd F. Peckham, Chicago; 
Randall J. Chapman, Burbank, Calif. ; 
Robert P. Morhardt, South Pasadena, 
Calif.; Clyde C. Henry, Denver; and 
A. Hollis Wolf, Colorado Springs, Colo. 


State and National Boards 


ALASKA 


Anyone desiring to take basic science 
examinations should address the secre- 
tarv of the Basic Science Board of 
Examiners, C. Earl Albracht, M.D., Box 
1931, Juneau. 

ARIZONA 

Basic science examinations December 
18 at University of Arizona. Applications 
must be filed by December 4. Address 
Mr. Francis A. Roy, secretary, Basic 
Science Board, Science Hall, University 
of Arizona, Tucson. 


CALIFORNIA 

Troy L. McHenry, Los Angeles, has 
been reappointed to the Board of Osteo- 
pathic Examiners. His term will con- 
tinue until January, 1954. 

COLORADO 

Basic science examinations December 
5, 6 Lecture Room, second floor of 
Y.M.C.A. Bldg., 16th and Lincoln St. 
Denver. Applications must be filed by 
November 21. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 
1459 Ogden St., Denver 3. 

Cc. C. Thorpe, D.O., Longmont, has 
been appointed to the State Board of 
Medical Examiners. 

CONNECTICUT 

Examinations November 13. Address 
H. Wesley Gorham, D.O.,_ secretary, 
Osteopathic Examining Board, 520 West 
Ave., Norwalk. 

DELAWARE 

Examinations in January. Address Jo- 
seph McDaniel, M.D., secretary, Board 
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Startling as it may seem, the incidence of peptic 
ulcers is almost unbelievably high. After re- 
viewing the medical literature and careful study 
of 4000 autopsies, M. J. Stewart estimated the 
incidence of acute ulcers at 4% and of chronic 
ulcers at about 10% of all individuals.! 
Confirming this is the experience of Robert- 
son and Hargis, who found healed or active 
peptic ulcerations in 11.85% of 2000 post- 
mortem examinations at the Mayo Clinic.? 
DPS Formula 208, PECTA-GEL TABLETS, is an 
ethical product for the relief of “acid indiges- 
tion” and peptic ulcers due to hyperacidity. 
Pleasant tasting PECTA-GEL TABLETS provide 


PECTA-GEL tablets 


dps formula 208 


= 


dartell laboratories 


1226 South Flower St., Los Angeles 15, California 


~ 


quick relief (usually within 30 minutes) and 
prolonged action (usually 3 to 4 hours) with- 
out danger of acid rebound. 

By forming an adsorbent coating, PECTA-GEL 
holds its antacids and healing Chlorophyll at 
the ulcer site. In most instances, your patients 
will find rigid diet and work restrictions un- 
necessary = nat you specify PECTA-GEL TABLETS. 

PECTA-GELTABLETS are an effective demulcent, 
antacid, and adsorbent. Each tablet contains: Al- 
uminum Hydroxide Gel (dried), Pectin, Glycine, 
Magnesium Carbonate, Magnesium Trisiscate, 
with Chlorophyll, and pleasantly flavored. 
"Tice: "Practice of Medicine”, Vol. VII; 1, p. 185; 2, p. 185. 


specify 


JOURNAL WHEN WRITING TO ADVERTISERS 


of Medical Examiners, 229 South State 
St., Dover. 


FLORIDA 
Professional examinations December 1, 
’2 at the Seminole Hotel, Jacksonville. 
Applications must be filed by November 
15. Address Richard S. Berry, D.O., 
secretary, Board of Osteopathic Exam- 
iners, 618 Times Bldg., St. Petersburg. 
Basic Science examinations on Novem- 
ber 10 in Gainesville. Applications must 
be filed by October 29. Address M. W. 
Emmel, D.V.M., secretary, Board of Ex- 
aminers in the Basic Sciences, P.O. Box 
340, Gainesville. 
HAWAII 
Examinations in January. Address 
Mabel A. Runyun, D.O., secretary, Board 
of Osteopathic Examiners, 2333 C. Kala- 
kaua Avenue, Honolulu 30. 


IDAHO 
Examinations November 8 in Boise. 
Address Estella S. Mulliner, director, 
Bureau of Occupational License, De- 
partment of Law Enforcement, Boise. 
ILLINOIS 
Examinations in January. Applications 
must be filed 1 week before examination 
date. Address Mr. Charles F. Kervin, 
Superintendent of Registration, Illinois 
Department of Registration and Educa- 
tion, State House, Springfield. 
IOWA 
Basic science examinations January 8 
in Des Moines. Address Ben H. Peter- 
son, Ph.D., secretary, Board of Basic 
Science Examiners, Coe College, Cedar 
Rapids. 
MAINE 
Examinations November 13. Address 
G. F. Noel, D.O., secretary, Board of 
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Osteopathic Examination and Registra- 
tion, Monument Square, Dover-Foxcroft. 


MASSACHUSETTS 

Examinations November 13. Address 
George L. Schadt, M.D., secretary, Board 
of Registration in Medicine, State House, 
Boston 33. 

MINNESOTA 

Basic science examinations in January 
at Millard Hall, University of Minne- 
sota, Minneapolis. Applications must be 
filed by December 10. Address Raymond 
N. Bieter, M.D., 105 Millard Hall, Uni- 
versity of Minnesota, Minneapolis 14. 


NEBRASKA 

Basic science examinations January 8, 
9 at the University of Nebraska College 
of Medicine, Omaha. Applications must 
be filed 15 days prior to the examination. 
Address Mr. Oscar F. Humble, director, 
Bureau of Examining Boards, Room 
1009, State Capitol Bldg., Lincoln 9. 


NEVADA 
Examinations on January 8. 


Address 
Walter J. Walker, D.O., secretary-treas- 
urer, Board of Osteopathic Examiners, 
210 West Second Street, Reno. 


NEW MEXICO 
Basic science examinations December 
9 at the State Capitol Bldg., Santa Fe. 
Applications must be filed in advance. 
Address Mrs. Marguerite Cantrell, secre- 
tary, Board of Examiners in the Basic 
Sciences, P. O. Box 1522, Santa Fe. 


OHIO 
Examinations in December at Colum- 
bus. Applications must be filed 10 days 
in advance. Address H. M. Platter, M.D., 
secretary, State Medical Board, Wyan- 
dotte Bldg., Columbus 15. 


OKLAHOMA 
The following have been elected offi- 
cers of the Board of Osteopathy: Presi- 
dent, Robert D. McCullough, Tulsa; vice 
president, Fred Erhardt, Chickasha; 
and secretary-treasurer, Kendall Rogers, 
Oklahoma City. 


OREGON 

Professional examinations in January. 
Address Mr. Howard I. Bobbitt, execu- 
tive secretary, Board of Medical Ex- 
aminers, 609 Failing Bldg., Portland 4. 

Basic science examinations December 
1 at the Lincoln High School, Portland. 
Applications must be filed in advance. 
Address Charles D. Byrne, Ph.D., secre- 
tary, State Board of Higher Education, 
Eugene. 

PUERTO RICO 

Examinations in March at San Juan, 
Applications must be filed 3 months in 
advance. Address Mr. Luis Cueto Coll, 
secretary, Board of Medical Examiners, 
Box 3717, Santurce. 

RHODE ISLAND 

Basic science examinations November 
14. Address all communications to Mr. 
Thomas B. Casey, Administrator of Pro- 
fessional Regulations, State Office Bldg., 
Providence. 

SOUTH CAROLINA 

Examinations November 20 in Colum- 

bia. Applications must be filed by No- 
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vember 5. Address E. W. Pratt, D.O., 
secretary, Board of Osteopathic Examin- 
ers, 6 Glebe Street, Charleston 6. 


SOUTH DAKOTA 

Basic science examinations December 
7, 8 at the Medical School, Vermillion. 
Applications must be filed by December 
1. Address Gregg M. Evans, Ph.D., 
secretary, Basic Science Board, 310 East 
15th St., Yankton. 


TENNESSEE 

Examinations are held on the second 
Wednesday in February and the last 
Wednesday in July at Nashville. Address 
M. E. Coy, D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland Ave., 
Jackson. 


TEXAS 
Professional examinations December 
3-5 at the Shamrock Hotel, Houston. 


Applications must be filed 10 days before 
examination. Address M. H. Crabb, 
M.D., secretary, Board of Medical Ex- 
aminers, 1714 Medical Arts Bldg., Fort 
Worth. 

Basic science examinations October 19, 
20 in Austin. Application must be filed 
by October 12. Address the office of 
Board of Examiners in the Basic Sci- 
ences, 306 Nalle Bldg., Austin. 


VERMONT 
Examinations in January.. Address 
Charles D. Beale, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Mead Bldg., Rutland. 


WASHINGTON 
Professional and basic science exami- 
nations in January. Applications must 
be filed 30 days in advance. Address 
Mr. Robert L. Smith, director, State 
Department of Licenses, Professional Di- 
vision, Olympia. 


WEST VIRGINIA 

The next meeting of the Board of 
Osteopathy will be held at the Green- 
brier Hotel, White Sulphur Springs, 
November 5 and 6. At this time the 
Board will interview applicants for reci- 
procity but no written examinations will 
be given. 

WISCONSIN 

Professional examinations January 8 
at Madison. Address Alvin G. Koehler, 
M.D., secretary, Board of Medical Ex- 
iners, 46 Washington Blvd., Oshkosh. 

Basic science examinations December 
1 at the Plankinton House, Milwaukee. 
Applications must be filed by November 
24. Address Prof. William H. Barber, 
secretary-treasurer, Board of Examiners 
in the Basic Sciences, Watson and Scott 
Streets, Ripon. 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 
October 31—Pennsylvania, $3.00. Ad- 
dress Mrs. Sara H. Longstaff, secretary, 
Bureau of Professional Licensing,” Har- 
risburg. 


“Doctor, 


quite like 


there's nothing 


natural milk 
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COUNT ON 

FOOOS AWD 

NUTRITION 


Available in unlimit- 
ed quantities in 14- 
ounce enamel-lined, 
vacuum-packed cans. 
Uniformity and ste- 
rility guaranteed. 


For further 


November 1—Missouri, 


for babies! 


7 we feel the following statement is important 


further Jockson-Mitchell Pharmaceuticals. Inc. 
information write : toomeréy SPECIAL MILK PRODUCTS, Inc 


2.00. 


% 


When a change from cow’s milk in baby’s 
formula is indicated, prescribe the time- 
honored, natural substitute...MEYENBERG” 
Evaporated Goat Milk. 


So many synthetic products are offered today, 


and deserves your attention: 


“Milk is the first food of infants, and one for 
which there is no fully satisfactory substitute. 
It is the only substance prepared by nature 
specifically as a food, and therefore is the one 
most likely to contain all the food elements 
necessary to life and growth.” 


S. G. Hicks, Hygeia, 26:174:48 


LOS ANGELES 64, CALIFORNIA SINCE 1934 


Ad- During January—Minnesota, $2.00. 


dress F. C. Hopkins, D.O., secretary, 
State Board of Osteopathic Registration 
and Examination, 203 S. 6th St., Han- 
nibal. 

During December—District of Colum- 
bia, $2.00. Address Daniel L. Seck- 
inger, M.D., secretary, Board of Exam- 
iners in Medicine and Osteopathy, 
Health Department, Commission on Li- 
censure, East Municipal Bldg., Wash- 
ington. 

January—Alberta. No reregistration. 
Pay $10.00 a year membership in College 
of Physicians and Surgeons, Alberta. 

During January—Connecticut, $2.00. 
Address H. Wesley Gorham, D.O., sec- 
retary, Osteopathic Examining Board, 
520 West Avenue, Norwalk. 


Address George F. Miller, D.O., secre- 
tary, Board of Osteopathic Examiners, 
601 Dayton Ave., St. Paul 2. 


During January—W isconsin, $3.00. Al- 
vin G. Koehler, M.D., secretary, Board 
of Medical Examiners, 46 Washington 
Blvd., Oshkosh. 


January 1—Arizona, not more than 
$10.00. Address Russell Peterson, D.O., 
secretary, Osteopathic Board of Regis- 
tration and Examination, 2747 E. Mc- 
Dowell Road, Phoenix. 


January 1—California, $20.00 for resi- 
dents and nonresidents. Address Glen D. 
Cayler, D.O., secretary, Board of Os- 
teopathic Examiners, 301 Forum Bldg., 
Sacramento. 
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PRODUCTS 
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CASIMIR FUNK LABORATORIES, INC. 


PREGNENOLONE 


ASCORBIC ACID 


The new steroid hormone, preg- 
nenolone, produces remission 
many cases of rheumatoid arthri- 
tis . . . giving relief from pain, 
increasing muscle strength, im- 
proving general vigor and sense 
of well-being. 


cor 


per tablet: 
pregnenolone acetate 


100 mg. 
ascorbic acid 


333 mg. 


Ascorbic acid added to pregneno- 
lone, in ENESCORB, compen- 
sates for deficiency of this vita- 
min in many arthritics. Vitamin 
C is essential to the integrity of 
connective tissue ... and appears 
important in the function of the 
adrenal gland which is involved 
in the production of anti-arthritic 
steroid hormones. 


also: 

ENELONE Tablets—100 mg. 
pregnenolone acetate per tablet. 
ENELONE INJECTABLE,100mg. 
pregnenolone per cc., in aqueous 
crystalline suspension. 


affiliate of U. S. Vitamin Corp. 


250 E. 43rd St. » New York 17,N.Y. 


January 1—Florida, $5.00. Address 
Richard S. Berry, D.O., secretary, Board 
of Osteopathic Medical Examiners, Box 
124, Station A, St. Petersburg. 


January 1—Maine, $2.00. Address 
George F. Noel, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Monument Square, Dover-Fox- 
croft. 


January 1—Manitoba, $5.00. Address 
W. Kurth, D.O., secretary, Board of 
Osteopathic Physicians, 248 Moorgate 
Blvd., Deer Lodge, Winnipeg. 


January 1—New York, $5.00 bien- 
nially. The law was amended in 1951 
to read as follows: 


Every person lawfully engaged in the prac- 
tice of medicine within the state and every 


person hereafter duly authorized to practice 
medicine, shall, on or before January first 
of each odd year, apply to the secretary 
of the board of medical examiners for a 
certificate of biennial registration with the 
department upon a blank form which shall be 
furnished by said secretary and shall pay at 
such time to said secretary a fee of five dol- 
lars, provided, however, that any physician 
who receives his license in the second year of 
any biennial registration period shall pay a 
fee of two dollars and fifty cents for a 
certificate of registration expiring December 
thirty-first of such second year. 


Address Jacob L. Lochner, Jr., M.D., 
secretary, Board of Medical Examiners, 
Bureau of Professional Education, 23 S. 
Pearl St., Albany 7. 


January 1—Ontario, $10.00. Address 
Mr. John C. Beer, secretary, Board of 
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Regents, Drugless Practitioners Act, 
Room 615, 57 Bloor St., W., Toronto 5. 


January 1—Oregon, $10.00. Address 
Mr. Howard I. Bobbett, executive secre- 
tary, Board of Medical Examiners, 609 
Failing Bldg., Portland 4. 


January 1—Saskatchewan, $30.00. Ad- 
dress Doris May Tanner, D.O., secre- 
tary, Board of Osteopathic Physicians, 
405 Sterling Trust Bldg., Regina. 


January 1—Texas, $2.00. Address 
M. H. Crabb, M.D., secretary, Board of 
Medical Examiners, Medical Arts Bldg., 
Fort Worth 2. 


January 1—Utah, $3.00. Address Mr. 
Frank E. Lees, assistant director, De- 
partment of Registration, 324 State Capi- 
tol, Salt Lake City. 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday 
of each May and December at the six 
approved colleges. Application blanks 
may be obtained from the secretary or 
the dean of the college, and the com- 
pleted application blank, together with a 
passport photograph and check for the 
part to be taken, must be in the secre- 
tary’s office by the November 1 or April 
1 preceding examination. 

Examinations in Part I consist of 
anatomy, including histology and embry- 
ology; physiology; physiological chemis- 
try; general pathology; and bacteriology, 
including parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
obstetrics and gynecology; pediatrics; 
neurology and psychiatry; public health, 
including hygiene ; medical jurisprudence ; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 


Part III is an oral and practical ex- 
amination given in Philadelphia, Chicago, 
Kirksville, and Los Angeles under the 
supervision of a chief examiner who is 
a member of the Board and by a panel 
of associate examiners. Subjects covered 
in Part III are anatomy; physiology; 
pathology; osteopathic principles, thera- 
peutics and pharmacology; surgery; 
ophthalmology and otorhinolaryngology ; 
obstetrics and gynecology; physical and 
clinical diagnosis; public health and com- 
municable diseases. 


Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory com- 
pletion of Part I and of the first two 
quarters or trimesters of the senior year 
in an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and of an internship of 1 year approved 
by the American Osteopathic Associa- 
tion. 

Address Paul van B. Allen, D.O., 
secretary, 1500 N. Delaware Street, In- 
dianapolis 2, Indiana. 
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TOWARD THE FUTURE* 
15 Years of Progress in Maternal and 
Child Health 
Edwin F. Daily, M.D. 

As we look back over the more than 
15 years since the Social Security Act 
was passed, we find that tremendous 
progress has been made in maternal and 
child health. 


Maternal mortality for the Nation has 
decreased over 80 percent, and many 
States now have less than 1 maternal 
death for every 1,000 live births. 


Infant mortality is down nearly 45 
percent, and few of the infant deaths 
occur after the first weeks of life. 
Over 85 percent of deliveries now take 
place in hospitals, as contrasted with 
much less than half of them 15 years 
ago. 

In some fields we have advanced more 
slowly than in others, and the death 
rates for Negro mothers and children 
are still much higher than those for 
white. 

Medical knowledge and the skills of 
health personnel have improved amaz- 
ingly. Parents’ knowledge of health is 
appreciably greater than it was 15 years 
ago. And communicable diseases among 
children are far less serious now. 


Among the important scientific ad- 
vances that have modified health pro- 
grams for children are: Discovery of 
the sulfa drugs, penicillin, and other 
antibiotics; use of blood and _ blood 
derivatives; perfecting of pertussis vac- 
cine; application of fluorides for pre- 
vention of tooth decay; use of the 
electroencephalograph for diagnosis of 
epilepsy, and of new drugs for control 
of this disease; discarding of immobili- 
zation of affected limbs of polio patients 
in favor of early mobilization of such 
limbs and the use of hot packs and 
drugs for relaxation; use of new 
methods for early detection and treat- 
ment of hearing loss in children; amaz- 
ing improvements in the care of 
prematures; and new knowledge of the 
importance of proper nutrition in preg- 
nancy and childhood. 

Perhaps the most important advance 
is that we know more about how emo- 
tional attitudes play a part in determin- 
ing the course of illness or of pregnancy 
or of a physical handicap, and in the 
effectiveness of treatment. And we know 
that, on the other hand, such conditions 
affect the emotional health of mothers 
and children. We know now that under- 
standing the feelings and attitudes of 
people is as essential as providing im- 
munization, diagnosis, or treatment. We 
are learning that if health workers are 
to succeed in improving the health of 
a child, they must understand the social, 
economic, and environmental factors that 
affect the whole family. 


Ten to fifteen years ago no one subject 
received more attention in maternal and 


*This article is based on remarks made by 
Dr. Daily at Children’s Bureau regional meet- 
ings with State maternal and child-health and 
crippled children’s agencies, at Atlanta, Chi- 
cago, New York, and Denver. Reprinted from 
The Child, March, 1951. 
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even in stubborn 


slow healing wounds 
burns 


ulcers 
(decubitus, varicose, diabetic) 


accelerates healing 


1. Behrman, H. T., Combes, F. C., Bobroff, A, 
and Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 


child-health programs than child-health 
conferences. Thousands of such con- 
ferences were developed; and far too 
many became merely a place where im- 
munizations were provided, the children 
weighed, and a few recommendations 
made about diet. 


Today we feel that a child needs 
much more than that, and that every 
parent, doctor, nurse, teacher, and other 
person influencing the life of a child 
should have better knowledge about the 
mental, emotional, and physical growth 
of children, so that they may help and 
not hinder the child in his struggle 
toward maturity. 


Intimately related to the growing 


New clinical studies’ again prove the ability of 
Desitin Ointment to ease pain, inhibit infection, stimulate 
healthy granulation, and accelerate smooth epitheliza- 
tion in lacerated, denuded, ulcerated surface tissues . . . 
often in conditions resistant to other theragy: 


protective, soothing, healing Desitin Ointment is a self-sterilizing 
blend of high grade, crude Norwegian cod liver oil (with its _ ; : : 
unsaturated fatty acids and high potency vitamins A and D in . 
proper ratio for maximum efficacy), zinc oxide, talcum, petrolatum, 
and lanolin. Does not liquefy at body temperature and is not oo 
decomposed or washed away by secretions, exudate, urine 

or excrements. Dressings easily applied and painlessly removed. 

Tubes of 1 oz., 2 oz., 4 oz., and 1 Ib. jars. 


write for samples and reprint D ; 
lepitin, CHEMICAL COMPANY 
| 70 Ship Street, Providence 2, R. L 
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understanding of the individual mother 
and child is the recent trend toward 
“humanizing” hospital care for both 
mothers and children. Some hospitals 
now do try to see that clinic patients 
are not herded like sheep, that their 
hospital stay is a pleasant experience, 
and that a child is comforted by friendly 
concern about him on the part of the 
doctors and nurses. More considera- 
tion is given to the wishes and requests 
(or whims, if you will) of the patient. 
The closely-packed nursery with its 
separation of mother and child is gradu- 
ally disappearing as it is replaced by 
the warm and satisfying experience most 
mothers and babies have with rooming-in. 


1> 
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FOR THE CHILD WITH A and crippled children’s funds and re- 

LONG ILLNESS quired State matching funds amount to 

Particular attention is now given to $34,762,500, more than three times what 
the emotional, recreational, and educa- they were 15 years ago. 


tional needs of the child who is in a Although the Congress and the States 
hospital or convalescent home for many recognize to this extent the importance 
weeks or months at a time. of children’s health, I wonder if there 
A few communities have learned that is any clear-cut idea about the health 
many children who are ill fer a long program for children in the minds of 
time can be cared for better in their parents. 
own homes, with home services by all Wherever I go, I am asked the ques- 
professional workers needed, and at far tion: What is this maternal and child- 
less cost than in a hospital. health program? Although people clearly 
Today we are trying to help plan the understand the public program for -edu- 
most important things to do as these cation of children, and the great pro- 
health services for mothers and children grams for the control of venereal disease 
are expanded. This fiscal year the com- and tuberculosis, and, to some extent, 
bined Federal maternal and child-health the crippled children’s services, they 
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don’t seem to know much about the 
health program for mothers and children, 

Can’t we make clearer what we are 
striving for in the maternal and child- 
health and crippled children’s programs 
by dramatizing it for the people in 
every city, town, and country village in 
the Nation? Shouldn’t every family in 
America know what local health depart- 
ments and crippled children’s agencies 
are aiming at, what they plan to do for 
children this year, and what they hope 
to do next year? 

In these programs, as with others, 
there can never be a Nationwide plan, 
nor 53 plans that are uniform throughout 
the States and Territories. But there 
can be a plan for each community that 
is the citizens’ own plan. They must 
help make it, must be intimately con- 
cerned with its success or failure. Citi- 
zens must be willing to volunteer so as 
to make it a success. And if there is 
good local planning, State and National 
agencies can do their part much better. I 
have yet to learn of any program that 
remained successful over a period of 
years without active citizen cooperation. 

Some local health councils truly repre- 
sent citizens’ interest in children; most 
of the local parent-teacher associations 
are deeply concerned about children’s 
health; many special groups are con- 
cerned with one phase or another of 
child-health work. And a thousand local 
White House Conference committees, in- 
terested in the problems and needs of 
children, make up one of the most poten- 
tially influential groups in the Nation. 
But the energy and strength of groups 
of parents is largely untapped. Here 
is an opportunity for groups of citizens 
in every village and town, and every 
section of every city, to consider thought- 
fully what they think are the health 
needs of their children. 

Citizen or parent groups, however, 
cannot do their best without guidance. In 
deciding what should be done for their 
children they need to find out from those 
of us with professional knowledge what 
we believe is possible, and what is most 
desirable. They need to be clear about 
what their own local health problems 
are, and to what extent the community 
is using the resources available. And 
they need to know what other commu- 
nities are doing. Once these groups 
have basic knowledge of their com- 
munity, the inevitable question is: What 
is the best thing for us to do this year, 
and next year, with the dollars we have 
available? I shall list only a few of the 
possible questions that might face a com- 
munity with limited resources: 

Shall we give every child in our com- 
munity the benefit of topical application 
of fluorides by dental hygienists and 
thus prevent 40 percent of childhood 
dental decay? Or shall the dental hygien- 
ists’ time be used for inspections of teeth 
and lectures on dental health? 

Shall we provide prenatal care for the 
mothers not now receiving it? Or, for 
the same money, shall we provide hos- 
pital care for a few of them who de- 
velop serious complications? 
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Shall child-health conferences be pro- 
vided if they are not now available in 
the county? Or shall we establish child- 
guidance clinics? 


Shall we give more postgraduate train- 
ing in pediatric or maternity nursing 
for selected nurses in our hospitals and 
our health department? Or shall we 
employ more public-health nurses for 
our understaffed general public-health 
program? 


Shall a center for the care of prema- 
turely born infants be established in our 
community? Or shall studies be made 
on why such a large proportion of the 
premature births seem to occur among 
the mothers living in one area? 


Shall we provide routine medical in- 
spections of all our school children? Or 
shall we provide for better screening 
devices to be used by teachers, tech- 
nicians, and nurses, ‘who will refer the 
children needing special care to pediatric 
diagnostic and treatment services? 


When there is an opportunity to en- 
large the scope of the crippled children’s 
program in the community, shall we 
give priority to children with cerebral 
palsy, or with rheumatic fever, or with 
epilepsy, or with other conditions? 


Shall we provide better health services 
for the children in detention homes, in 
homes for neglected children, and in 
other institutions? Or shall we provide 
better physical examinations for the 
school athletic teams? 


Shall we work for construction of a 
convalescent home for children, or for 
more pediatric beds in our general hos- 
pital? 

These and hundreds of other questions 
confront most communities today. They 
are not easy for any community to 
answer, nor for any of us to answer, 
without a great deal of thought and 
study. 

When we are asked to help answer 
these difficult questions, we are often 
handicapped by lack of facts. Many of 
the greatest gaps in our knowledge are 
due to the fact that few critical studies 
have been made of the value of many 
phases of present child-health work. 

Some of these gaps are suggested in 
the following questions : 

How important to the health of an 
expectant mother is a home visit by a 
nurse who has not a sound basic knowl- 
edge of maternity care? 


What evidence have we that pamphlets 
and talks on dental health have improved 
the health of children’s teeth? 

What methods of nutrition education 
are most effective in improving families’ 
dietary habits or child-feeding practices? 

To what extent is the health of chil- 
dren in a county that is served by a 
rheumatic-fever program better than the 
health of those in the next county 
where there is no such program? 

In addition to the need for such criti- 
cal program evaluation, there is a great 
need for further data. How can we 
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That's all... FELSOL! 


= During prolonged treatment of underlying causes in ASTHMA, HAY 
FEVER, CHRONIC BRONCHITIS, that's all many a doctor prescribes 


headache. 


plan ahead without knowing the approxi- 
mate cost of each service and what a 
given amount of expenditure may mean 
in partly or fully restoring the health 
of a child? For example: What is the 
average cost per child for a compre- 
hensive program of service for children 
with cerebral palsy, or rheumatic fever, 
or epilepsy; or for premature babies, or 
for the hard-of-hearing ? 

Certain other types of studies are also 
needed. 

One such type concerns saving fetal 
life. For the past 25 years intensive 
case-by-case studies of the preventable 
factors in maternal and infant death 
have produced information of the great- 
est value in planning measures to reduce 
such deaths. The loss of life before 


to provide patients with convenient, effective, safe symptomatic relief 
from paroxysmal respiratory distress. 


FELSOL affords prompt relief too in spasmodic cough and neuralgic 


AMERICAN FELSOL COMPANY 
LORAIN, OHIO 
Please send me your physician's index card, samples and literature on FELSOL. 


birth is now known to be far greater 
than was suspected a few years ago. 
Case studies of fetal and neonatal deaths 
by groups of physicians working in co- 
operation with health departments and 
hospitals are likely to produce equally 
valuable information and lead to meas- 
ures that would reduce such deaths. The 
relation between poor nutrition and fetal 
wastage especially needs further study. 

Additional studies of premature births 
are needed, to determine, if possible, 
the measures that are most likely to 
reduce the incidence of prematurity. 
Many of us have qualms about the siz- 
able expenditures of maternal and child- 
health funds for the care of premature 
babies, without more emphasis at the 
same time on improving prenatal care 
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and on other measures that might pre- 
vent some of the premature deliveries. 


QUALIFIED STAFF ESSENTIAL 

Where we are going in the maternal 
and child-health and crippled children’s 
programs will depend to a considerable 
extent upon whether State agencies em- 
ploy thoroughly qualified professional 
staff, staff with zeal to do something 
for the children in their State and with a 
desire for a career they can look back 
upon with the pleasure of accomplish- 
ment. Such fine workers should be 
paid salaries truly commensurate with 
their ability, and should have freedom 
to use their skills, and should be given 
sufficient administrative help to relieve 
them of duties not requiring their pro- 


fessional knowledge. These two child- 
health programs, which carry so great 
a share of the responsibility for the 
future health of the Nation, require 
career teams of leaders in the medical, 
dental, nursing, nutrition, medical social, 
physical therapy, and other professions. 

Back in 1936, when the maternal ‘and 
child-health and crippled children’s pro- 
visions of the Social Security Act went 
into operation, even the most optimistic 
of the workers charged with carrying 
out those provisions dared not hope for 
the benefits that mothers and children 
have gained during those years. For one 
thing, we had not realized how much 
citizen groups could help. 


Now we look to the future. What 


does it hold for the mental and physical . 


health of mothers and children? 
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ACCIDENTS CHIEF KILLER OF 
PRESCHOOL CHILDREN* 


Accidents in our country claim about 
5,000 lives a year among children at 
ages 1 to 4. This is fully one fourth of 
all deaths at these ages—a far higher 
toll than exacted by any other cause. 
Mishaps, moreover, have been taking an 
increasing proportion of the total mor- 
tality at the preschool ages, reflecting 
the more rapid progress made in the 
conquest of disease than in the control 
of accidents. The death rate from acci- 
dents among these children fell 28 per 
cent between 1933-1934 (when figures 
for the country as a whole first became 
available) and 1947-1948, whereas the 
rate from disease in this period dropped 
73 per cent. 


The accident picture in early childhood 
varies considerably from age to age. The 
death rate decreases progressively dur- 
ing childhood; yet at none of the pre- 
school ages do accidents fall below first 
rank among the causes of death. In 
fact, as a per cent of all deaths, fatal 
accidents increase consistently during 
this early period of life. 


The relative importance of the several 
types of accidents likewise varies with 
age, as is apparent from a detailed 
analysis of the death claim records for 
1946 and 1947 of children insured in the 
Company’s Industrial Department. 


Motor vehicle accidents accounted for 
the largest number of deaths among the 
preschool children as a group, even 
though it was only at ages 3 and 4 that 
they outranked all other types of mis- 
haps. Accidents involving motor vehicles 
were responsible for 45 per cent of all 
fatal injuries at these later preschool 
years; at ages 1 and 2 the proportions 
were 20 per cent and 30 per cent, re- 
spectively. Most of the deaths at the 
preschool ages were caused by children 
being run over or hit by automobiles. 
In many cases death struck when chil- 
dren stepped off the curb into the street 
in front of their own homes. Twenty- 
six children in this study were killed in 
their own driveway or yard; half of 
these victims were 1 year of age. Motor- 
ists entering or backing out of a drive- 
way should make certain that the chil- 
dren are out of the way. 


Burns and _ conflagrations together 
ranked second to motor vehicles as 
causes of accidental death in the age 
group under study but ranked first by 
a considerable margin among youngsters 
1 year of age. A somewhat larger num- 
ber of preschool children lost their lives 
by being trapped in burning buildings 
than by being burned in other ways. In 
a number of instances the children were 
alone in the house when the fire broke 
out. Fatal burns and scalds occur under 
a variety of circumstances. At ages 1 
and 2 years most of these deaths were 
caused by the child upsetting or falling 
into hot liquids. At the later preschool 
ages playing with matches and clothing 


Reprinted from the Statistical Bulletin, 
Metropolitan Life Insurance Co., April, 1951. 
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ignited at an open fire contributed ma- 
terially to the death toll. 


Drownings accounted for 100 out of 
the 775 deaths in this study. Outstand- 
ing is the fact that four out of every 
five of the victims were boys, a reflection 
of their greater tendency to play away 
from the immediate vicinity of their 
homes and also of their greater inclina- 
tion to be venturesome. About one half 
of all the drownings at each of the pre- 
school ages occurred in creeks, brooks, 
or rivers. An appreciable number of 
deaths—particularly at the younger ages 
—also resulted from children falling 
into fish ponds, swimming pools, cess- 
pools, and septic tanks. 


The hazards discussed thus far ac- 
count for three quarters of all the 
deaths from accidents among these pre- 
school children. Falls contributed 50 
deaths to the remaining one’ quarter of 
the fatalities. No particular type of fall 


led the others. It is apparent from the 
claim records that young children too 
often are allowed to go near windows, 
sometimes on the mistaken idea that 
screens are sufficient to prevent a child 
from falling out. Next to falls in fre- 
quency were the ingestion of poisonous 
solids or liquids and choking or strangu- 
lation. Each of these hazards was of 
greater frequency at age 1 and 2 years 
than at the later preschool ages. 


Accident prevention is obviously a 
very fertile field for life conservation 
at the preschool ages. Many young chil- 
dren could be saved if parents exercised 
greater vigilance in guarding youngsters 
from the wide variety of hazards to 
which they are exposed. A greatly in- 
tensified child-safety program is particu- 
larly urgent at this time, when many 
mothers with young children are taking 
part in defense activities. The rise in 
the accident death rate that occurred 
among preschool children during the 
World War II period is still too recent 
an experience to be readily forgotten. 


NUTRITION AND THE CONTROL OF 
CHRONIC DISEASE 


PUBLIC HEALTH ASPECTS* 


By Richard W. Vilter, M.D., and 
Carl Thompson, M.D.t 


The greatness and stability of this 
Nation and of the world depend upon 
the high productive capacity of its peo- 
ple. Good health—both mental and 
physical—is essential in order that people 
may work efficiently and happily and 
enjoy the fruits of their labors. The 
science of medicine has done much to 
control infectious diseases, although 
morbidity and mortality from virus dis- 
eases still remain a problem. Medicine 


and its allied sciences have increased 
*Reprinted from Public Health Reports, 
May 18, 1951. 


tFrom the Department of Internal Medicine, 
University of Cincinnati, Cincinnati, Ohio. 
Dr. Vilter is Nutrition Consultant for the 
Public Health Service. 


was outstanding, but falls from windows | 
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greatly the age expectancy of the child 
and to a lesser extent of the adult. 
Life has been prolonged far beyond 
the expectations of 50 years ago, but 
many times disease has made such 
inroads upon the person that he is in- 
capable any longer of making a con- 
tribution to society. 


Only too frequently life has been 
prolonged without health or happiness, 
and a chronically ill person finds that 
he is dependent upon his more pro- 
ductive fellows for his very existence. 


At least one-third of the time that 
chronic illness strikes it leads to in- 
capacity during the fourth to sixth 


decades of life which, in our society, 
should be man’s most productive years. 
The prevention and control of disabling 
chronic diseases such as arteriosclerosis, 
vascular hypertension, cancer, arthritis, 
diabetes mellitus and other metabolic 


disorders, chronic infections, and degen- 
erative kidney and liver diseases have 
become a major challenge to the medical 
profession and health agencies. 


The approach to these problems is 
complicated by the fact that these dis- 
eases are of unknown etiology. Heredi- 
tary factors are very important, but by 
and large the occurrence of these dis- 
eases is governed by the life habits of 
the people affected. If nutrition plays a 
role, it does so through indirect chan- 
nels. A possible relationship of nutrition 
to diseases which have hereditary fea- 
tures is described in the Concept of the 
Genetotrophic Disease." Such a dis- 
ease may occur if a diet fails to provide 
a sufficient supply of one or more nutri- 
ents required in large amounts because 
of the characteristic genetic pattern of 
the individual concerned. There is a 
considerable body of evidence suggesting 
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| that the common degenerative diseases 
/may be of this type and that nutritional 
factors may play a role in their gene- 
sis.” A person may be born with the 
capacity to carry on certain metabolic 
| reactions only when a very large amount 
of one or more nutrients is available— 
|an amount much greater than that which 
usually is found in an “adequate diet.” 
If this large amount is not available, 
the metabolism of cells and tissues suif- 
| fers over a number of years. Depending 
on the type of metabolic defect, one or 
more of the chronic diseases may appear 
at a relatively early age. If the nutrient 
is provided by artificial means in the 
required amounts, the metabolic defect 
may have no serious consequence. 


If habits of living are important in 
| determining whether chronic diseases de- 
| velop, then nutrition again enters the 
| picture. One of the most tenacious of 
such habits has to do with the selection 
of food and way of eating. This habit 
is formed in infancy and childhood and 
may at this early age lay the foundation 
for good or ill health. 

Although the etiologic relationship of 
malnutrition to these chronic diseases is 
still highly theoretical, adequate nutri- 
tion may play a considerable role in 
preventing their appearance, delaying 
their onset, and slowing their course. 
The preventive aspects of adequate nu- 
trition on chronic disease are in many 
instances clearly established and of very 
real importance. The maintenance of 
adequate nutrition in the face of chronic 
disease can do much to slow the prog- 
ress of the disease and preserve a certain 
amount of self-sufficiency in those people 
who have a chronic disease. Basic re- 
search is demonstrating that the science 
of nutrition may have even more funda- 
| mental bearing on the problem, but this 
| science has yet to define the full mean- 
|ing of the term “adequate diet.” The 
| question may rightly be asked “Adequate 
| 
| 


|for what?” It is possible that a diet 
adequate for growth and development 
or for the reparative stage following 
| injury or illness may actually be over- 
abundant for the healthy adult. 


| Only a beginning has been made in 
the study of the impact of nutrition 
on chronic disease, but it is imperative 
that those responsible for guarding the 
public health make use of and dissemi- 


nate whatever knowledge is available 
and stimulate research along these 
lines.” For this reason, we are recount- 


ing what is known about this subject 
and suggesting avenues for investigation 
| which would appear to be most logical. 


PREVENTION THROUGH ADEQUATE 
NUTRITION 

It is well known that obesity and 
undernutrition (in calories or in essential 
nutrients) may predispose to certain 
| chronic diseases and accelerate their 
| course. Obesity, which in the great 
| majority of cases is due to overeating 
| and a sedentary life,* places an excessive 
load upon carbohydrate metabolism and 
| frequently precipitates the appearance of 
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diabetes mellitus and accelerates its 
course. Obesity also places an excessive 
load upon the cardiovascular system and, 
throught this strain, may accentuate 
hypertension and accelerate the ap- 
pearance of arteriosclerosis. Excessive 
weight, which must be borne by the 
large joints of the body, accelerates 
the appearance of hypertrophic arthritis 
and adds to the suffering of the patient 
who has rheumatoid arthritis. It also 
greatly increases the difficulties and dan- 
gers of surgical operations, yet it exerts 
a positive influence on the occurrence 
of cholelithiasis and cholecystitis, two 
major indications for surgery. Obesity 
may precipitate the appearance of ab- 
dominal and diaphragmatic hernias and, 
by increasing clumsiness, may make per- 
sons accident prone. Obesity is a con- 
siderable hazard to good health, and, 
because it is so common it has a very 
great bearing on the incidence of chronic 
disease. 

Obesity is always due to intake of 
food in excess of energy output. Once 
a person has become obese, he will re- 
main so as long as energy intake and 
output balance. Constitutional factors 
which have to do with the efficiency of 
the human body as a machine may in- 
crease the ease of weight gain, although 
the existence of such factors is denied 
by many competent investigators and 
experimental evidence of their importance 
is still lacking. Endocrine factors rarely 
play a part. When they do, they have 
their effect through an increase in appe- 
tite, and there are many other florid 
signs of endocrinopathy. Factors which 
tend to lead people into the habit of 
overeating are of utmost importance. 
They are most often psychological. 

In order to control obesity, instruction 
in the correct selection of foods and 
in the value of controlled exercise is 
imperative. A reduction in caloric food 
intake below caloric energy output for 
any given period of time is essential. 
Usually, a 1,200 calorie diet adequate in 
protein, vitamins, and minerals will suf- 
fice for a moderately active person; a 
sedentary person may need to be put 
on a 1,000 or 800 calorie diet. From 
the public health point of view, it may 
be necessary to change the food habits 
of general population groups in order 
to bring about general weight reduction. 
Improvement in mental health is almost 
always necessary, for often the obese 
person overeats as a substitute for nor- 
mal pleasures and gratifications which 
are lacking. Oral gratification—one of 
the earliest pleasures of infancy—is dif- 
ficult to combat and frequently the en- 
tire life situation of the patient must 
be improved before reduction in weight 
can be accomplished, or once accom- 
plished, can be maintained. 

Twenty-five to 30 percent of adult 
persons in the United States are obese. 
The percentage may reach as high as 
60 percent in women of the 50- to 70- 
year age group. The death rates of 
persons over 45 years of age who are 
10 to 90 pounds overweight are, re- 
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spectively, 8 percent to 116 percent 
greater than those in persons of normal 
weight. The incidence of diabetes melli- 
tus is two and one-half times as great 
and cardiovascular-renal disease one and 
one-half times as great in the obese as 
in those of average weight.”*® A public 
health campaign might well be directed 
against this very real threat to the na- 
tional well-being. Mass psychology might 
work where individual doctors fail. 


Excessive leanness, or underweight, 
due to caloric restriction, although pro- 
tective from some of the chronic diseases 
previously listed, nevertheless is a hazard 
because it predisposes to pulmonary tu- 
berculosis and other chronic lung dis- 
eases. Rats on diets very low in calories 
but adequate in protein, vitamins, and 
minerals may live much longer than 
rats which receive a complete diet.’” 
The life span of human beings has never 
been prolonged by such means because 
acute and chronic infections take their 
toll before even the normal life span 
has been reached. Anorexia nervosa, a 
most excessive form of weight loss due 
to loss of appetite on emotional grounds, 
may induce serious disability in the 
osseous, endocrine, ocular, and vasomotor 
systems which cannot be completely re- 
paired even though the underlying psy- 
chiatric problems are solved and weight 
is regained. 

Severe deficiencies in specific essen- 
tial nutrients have accounted for much 
chronic illness in the past. Mild, sub- 
clinical deficiency states are still very 
numerous, even though such full-blown 
deficiency diseases as pellagra, beri-beri, 
and scurvy have been all but eliminated 
by extensive educational campaigns, by 
improvement in the standard of living 
of the lower income groups, and by 
such public health measures as_ the 
enrichment of white flour with essential 
nutrients previously removed during the 
milling process. The incidence of these 
illnesses and the effect on the health 
of the general population is still un- 
known, but it is probable that such 
mild deficiencies account for a great 
deal of chronic mental and physical ill 
health. 


Certain possible effects of such chronic 
mild deficiencies may be pointed out. The 
deleterious effect on the gums of chronic 
deficiencies of the vitamins of the B 
complex and of vitamin C may pre- 
dispose to infection and to pyorrhea, 
and therefore early loss of teeth. Chronic 
deficiencies of niacin, folic acid, or vita- 
min B-12 predispose to chronic atrophy 
of the mucous membranes of the tongue 
and upper gastrointestinal tract, par- 
ticularly the stomach. This condition 
may lead to leukoplakia of the tongue 
and atrophic gastritis, both of which 
are precursors of neoplasms. 


Deficiencies or dietary imbalances” in 
iron, folic acid, vitamin B-12, vitamin 
C, and other related substances are the 
most important known factors in the 
development of nutritional anemias. In- 
adequacy in protein intake may also be 
important in this regard. Deficiencies 
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of trace elements, particularly of iodine, 
also are important. The effect of dietary 
iodine on the incidence of endemic goiter 
is well known, and abnormalities in thy- 
roid metabolism may be the direct result 
of iodine lack. 

Finally, excesses of certain sub- 
stances may also be injurious to good 
health and precursors of chronic illness 
or physical defect. The ingestion of 
excessive carbohydrate, causing stimula- 
tion of the activities of certain lacto- 
bacilli in the mouth, may be one of 
the factors responsible for excessive 
decay of teeth, just as deficiency of 
fluoride may injure the tooth structure. 
Excess of alcohol in beverage form 
replacing the calories of vitamin rich 
foods is one of the chief etiologic factors 
in the development of severe deficiency 
diseases today. It is also an important 
factor in the development of nutritional 
cirrhosis, which in turn may be a pre- 
cursor of carcinoma of the liver. Ex- 
cess of alcohol in a person deficient in 
thiamin and perhaps in vitamin B-12 
may lead to severe peripheral neuritis 
which can account for long periods of 
pain and disability. Thus, too much or 
too little food or its component nutrilites 
may interfere seriously with good health 
and may predispose to and accelerate 
the course of chronic illness. 

It is of paramount importance that 
attention be directed to the nutrition of 
expectant mothers, for the nutrition of 
the mother largely determines the good 
health and general resistance of the child 
at birth. Unless nutritional inadequacies 
engendered in utero are made up rapidly 
after birth, the growth and develop- 
ment of the child may be impaired and 
he may become subject to chronic ill- 
nesses which impair his efficiency for 
the rest of his life. 

Another instance wherein an ounce of 
prevention is worth a pound of cure is 
in the management of acute infectious 
hepatitis and homologous serum hepatitis. 
In each such instance, rest and a high 
protein, high carbohydrate diet rich in 
essential nutrients will do a great deal 
to prevent the occurrence of ‘chronic 
hepatitis and postnecrotic cirrhosis. 


CARE AND REHABILITATION OF 
PERSONS WITH CHRONIC DISEASE 


Persons with chronic disease whether 
at home or in institutions can be bene- 
fited by an adequate nutritious diet 
served in a palatable fashion.” Such 
a diet should be divided into three small 
meals a day supplemented with three in- 
terval feedings of milk, eggnog, or fruit 
juices. One or two ounces of a protein 
hydrolysate may be added to the milk 
or eggnog. Anorexia will be counter- 
acted; strength, morale, and appetite will 
be improved, and the patient's energetic 
cooperation in physical rehabilitation 
methods will be gained. 

Those with diabetes mellitus will be 
more able and willing to control their 
disease if they are given a diet which 
will bring them to normal weight for 
height. With the help of insulin, they 
will then be able to eat essentially the 


same type of meals as their friends and 
fellow workers. Whether the urine con- 
tains small amounts of sugar at any par- 
ticular time is relatively unimportant. 

The patient with chronic congestive 
heart failure can be greatly improved if 
his diet contains one gram or somewhat 
less of sodium per day and is high in 
protein and other essential nutrients. 
The emphasis should be on small feed- 
ings and upon maintenance of a normal 
or slightly lower than normal weight. 
Patients with rheumatoid arthritis and 
hypertrophic arthritis will usually im- 
prove with rest and a diet which re- 
duces weight to a normal level for 
height and yet provides adequate pro- 
tein, mineral, and vitamin content so 
that strength and morale are improved. 
Under these circumstances, they are bet- 
ter able to cooperate with physiotherapy 
and to help in their physical rehabilita- 
tion. 

In the case of patients with tubercu- 
losis or other chronic lung diseases of 
an inflammatory type, the new antibiotics 
have not displaced rest and a _ high 
caloric, high protein adequate diet. Prob- 
ably the example par excellence of the 
value of nutrition in the control of 
chronic disease can be found in the 
management of fatty liver and nutri- 
tional cirrhosis. Of all therapeutic meas- 
ures which can be applied, the high 
protein, high carbohydrate diet with pro- 
tein content between 150 and 250 grams 
per day is of greatest importance. Under 
these conditions serum albumin fre- 
quently can be raised, edema and ascites 
decreased, and regenerating liver cells 
can be allowed to take over the normal 
hepatic function. 

In the spring and the fall seasons, 
particularly, the nutrition of patients 
with chronic disease must be carefully 
guarded. At these seasons, the symp- 
toms of specific vitamin deficiency dis- 
eases are most likely to appear, as they 
do in regions where pellagra, beri-beri, 
and scurvy are endemic. The metabolic 
changes which account for this phe- 
nomenon are unknown. 


NUTRITION RESEARCH AND CHRONIC 
DISEASE 


General problems in the incidence and 
control of obesity should be investigated. 
A better definition of obesity is seeded. 
It is possible that an apparently obese 
person may not be overweight, and that 
a person of normal weight may have 
an excessive amount of fat. Data should 
be collected upon the incidence of obesity 
in various population groups, and the 
relationship of dietary habits, environ- 
ment, and psychological problems to 
obesity should be investigated. 

The older data on the incidence of goiter 
needs revision. The diagnosis of subclini- 
cal vitamin deficiencies is extremely diffi- 
cult, either by clinical appraisal or by 
laboratory methods. Yet it is most im- 
portant that the incidence of such de- 
ficiencies in the general population be 
known and the reasons for such de- 
ficiencies be discovered. Additional re- 
search in the field of laboratory diagnosis 
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COSMO CUTTING UNIT 


with 
Finger-Tip Heat Control 
Compact. Easy to use. Blade oper- 
ates thermally at temperature that 
can be regulated for all cutting, cau- 
terization and coagulation pro- 
cedures. Plug in on 110 AC 
or DC current. 6 months guar- 
antee. Thousands of satisfied 
users. 


Safe! 

No spark 
gap. Oper- 
ates on heat 
alone. Per- 
mits use of 
ethyl, 
chloride 

or 

similar 
agents. 


ONLY 
$4950 
COMPLETE 


COSMO CAUTERY CO. 


4215 Virginia Ave. 
St. Louis I1, Mo. 


Literature Available. 


Suggest this topical therapy 
between office visits for 


RHEUMATIC 


Muscle Soreness and Stiffness 
Lumbago and Neuritis Discomfort 


Between professional visits, your 
patients should welcome this i» 
cal analgesic, counter-irritant, 
congestive home therapy. Suggest 
that they massage the affected area 
with Musterole. 


Musterole with massage helps in- 
crease topical circulation creating 
needed heat right where applied— 
and brings fresh blood to the af- 
fected parts for symptomatic re- 
lief. A clean white rub that will 
not stain the clothing. 


The only rub made in 3 different 
strengths: Children’s Mild for ten- 
der skin. Regular for adults and 
Extra-Strong Musterole for more 
distressing cases. 
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knee 
cartilage 
cases 
respond quickly 
to this patented 
3 ounce comfort 
device... the 


M&M KNEE KORRECTOR 


immediate relief and complete correc- 
tion is our guarantee or money back. 
One doctor ~writes—‘For several years 
we have been recommending your M&M 
Knee Korrector to patients. We were 
particularly impressed with the benefits 
patients derived in_the following patho- 
logical conditions: Displaced medial and 
semi-lunar cartilages, pulled tendons, 
strained or torn ligaments, rheumatic 
and arthritic conditions of the joint 
and as a support to weak or semi 
paralyzed limbs, In experience 
pain is ry instantly or soon ban- 
ished. 


Order direct from this advertisement 
giving size of knee over patella. 


pro price 
No c. o. d.'s please 


M&M PRODUCTS 


PO.Box 585 Providence, R. |. 


Complete satisfaction 
or money refunded. 


SINUSOIDAL HEADACHES 


A new approach to relief of 
sinusoidal headaches! Wilco's 
Rhino-Thrycin (1) opens up the 
nasal avenues of ventilation and 
drainage; (2) combats infection 
by triple anti-bacterial 
activity. Now in a single 
preparation! Send for 
samples and literature. 


CONTAINS: 
rothrycin .02%; 
Chlorophyll 10%; 
Phenylmercuric Acetate 
1:24000. In 1 oz. dropper 
bottles, 8 oz. and 16 oz. for 
nasal sprays. 


WILCO 


RHINO-THRYCIN 


anti-bacterial and decongestant 


FREE 

| WILCO LABORATORIES | 
800 N. Clark St., Chicago 10, Ill. 

| Send sample and literature on Rhino-Thrycin | 


| Please enclose professional card. | 


is needed, and careful surveys of popula- 
tion groups should be made in different 
parts of the country. In such surveys, 
attention should be paid particularly to 
the quality of the soil which produces 
the food, the quality of the food con- 
sumed, and the incidence of subclinical 
deficiency patterns. In addition, the oc- 
currence of chronic disease in habitually 
deficient families should be examined. 


In the field of more basic research, 
efforts should be continued to develop 
methods to learn more about the chemis- 
try of cellular growth and development. 
This is a field in which nutrition be- 
comes intimately related to the problem 
of the control of malignant tumors. 
Work must be continued upon the effect 
of antimetabolites or antivitamins in the 
control of tumors—particularly the leu- 
kemias—and to discover new methods 
for controlling growth of cells. 


The relationship of cholesterol and 
fat to the genesis of arteriosclerosis 
requires continued investigation, even 
though these nutritional factors may be 
of only secondary importance to the 
occurrence of degenerative vascular dis- 
ease. The relationship of the nutrition 
of the host to the occurrence of in- 
fectious disease also requires continued 
investigation. Much more work is 
needed on the problem of nutrition and 
tooth development from the period of 
intra-uterine life to old age. These are 
only a few of the many fruitful fields 
in which nutrition, biochemistry, and 
clinical medicine meet. 


The chronic disease problem and the 
aging of tissue are closely related. They 
are so important to this country and to 
the entire world that every effort should 
be made to understand them and bring 
them under control. Nutrition must be 
as important to the process of aging of 
tissue as it is to growth and develop- 
ment, yet only a very small beginning 
has been made in this field. Aging need 
not be synonymous with degeneration. 
Satisfactory nutrition throughout life 
has the best chance of making such a 
separation a reality. 
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CHANGES OF ADDRESS 
AND NEW LOCATIONS 


Adams, Jay W., from York, Pa., to 711 Market 
St., ‘Lewisburg, Pa. 

Allen, Ethan R., from 401-8 Paseo El Rio, to 
1302 Via Portola, Los Angeles 33, Calif. 
Bachman, Robert B., from 725 Sixth Ave., to 
- Savings & Loan Bldg., Des Moines 9, 

owa 

Baker, Roger E., from Columbus, Ohio, to 
3411 N. Broadway, Grove City, Ohio 

Bankes, Willard E., from Phoenix, Ariz., to 
640 E. Armour Blvd., Kansas City 3, Mo. 

Barnes, Gertrude J. Hoffman, from Des 
Moines, Iowa, to Green Cross General Hos- 
pital, 15 Broad St., Akron 5, Ohio (Change 
of name from Gertrude Hoffman Carpenter) 

Barnes, William G., from 2801 Flora Ave., 
to 301 E. 29th Ave. .. North Kansas City, Mo. 

Bayne, Richard H., from Los Angeles, Calif., 
to 1444 San Remo Drive, Riviera Estates, 
Pacific Palisades, Calif. 

Bell, Grace B., from 317 N. Gower St., to 
2434 Glendower Ave. , Los Angeles 27, Calif. 

Bell, John C., from 317 N. Gower St., to 

2434 Glendower Ave., Los Angeles 27, Calif. 

Benedict, Helen E., from Bethlehem, Pa., to 

D. 2, Bath, Pa. 

Berta, Louis W., KCOS °51; 3208 Quincy 
Drive, Kansas City 3, Mo. 

Bortle, Donald T., from 411 W. Shore Road, 
to 1120 W. Shore Road, Warwick, A 
Bracker, Frederick A., from 710 W. Sixth St., 

to 714 W. Sixth St, Medford, Ore. 

Braginton, Charlotte L., from Salinas, Calif., 
to Manson, Iowa 

Brandon, John A., from 215 Sixth St., to 
1814 Oberlin Ave., Lorain, Ohio 

Breuninger, Charles F., from Lancaster, Pa., 
to 724 W. Main St., Lansdale, Pa. 

Brigham, Crichton C., from Los Angeles, 
Calif., to 643 E. Alisal St., Salinas, Calif. 

Brownstein, Stanley S., from 5714 Nassau 
ae to 2000 Devereaux Ave., Philadelphia 

Fa. 

Bryan, George E., from Hinton, Okla., to 
81014 Main St., Duncan, Okla. 

Buselmeier, Rudolph E., COPS ’50; 1241 
Savier Road, Oxnard, Calif. 

Cady, Darwin F., from 909 University Bldg., 
to 111 Trinity Place, Syracuse 10, N.Y 

Calabria, James T., from Tulsa, Okla., to me 
W. Market St., "Lockhart, Texas 

Cheatham, Riley F., from Forest Grove, Ore., 
4 12302 S. E. Powell Blvd., Portland 66, 

re. 

Cockrell, Irvin, from Bronx, N. Y., to 350 
Maryland Drive., Jackson, Miss. 

Cole, Wilbur V., from Los Angeles, Calif., to 
Kansas City College of Osteopathy and Sur- 
gery, 2105 Independence Ave., Kansas City 
Mo. 

Conway, Harr d: from 509 Mayo Bidg., to 
15 W. Third Tulsa 3, Okla. 

Cornbrooks, Charles W., Jr., PCO °51; Grand- 
ba Hospital, 405 Grand Ave., Dayton 3 

hio 

Currie, William S., PCO ’50; 1701 N. E. 159th 
St., North Miami Beach, Fla. 

Cutler, Franklyn F., from 8003 Santa Monica 
Blvd., to 1233 N. La Brea Ave., Los Angeles 
38, Calif. 

Cutler, Hilton L., from 8003 Santa Monica 
Blvd.; to 1233 N. La Brea Ave., Los Angeles 
38, Calif. 

Daitch, Maurice L., from Hawthorne, Calif., 
to 2325 25th St., Santa Monica, Calif. 

Davidson, Kermit, from Midvale, Utah, to 50 
E. Fourth South, Springville, Utah. 

De Bard, Richard Mark, DMS ’51; Grandview 
Hospital, 405 Grand "Ave., Dayton 5, Ohio 

De Ford, Robert L., DMS ’51; Des Moines 
General Hospital, 603 rE. 12th St., Des 
Moines 16, Iowa 

Dennis, Wailace L., from Chicago, IIl., to 
35th North Ave., Milwaukee 10, Wis. 

Derderian, Sarkis, from 708 Garland St., to 
513 Garland St., Flint 4, Mich. 

Donati, O. John, from Detroit, Mich., to 7362 
Garman St., Philadelphia 42, Pa. 

Edwards, James D., from 12323 Third Ave., 
to 16573 Salem, Detroit 19, Mich. 

Ensign, Rolland E., KCOS ’51; Bonde Bldg., 
Willmer, Minn. 

Estes, Benton R., from West Los Angeles, 
Calif., to 12504 W. Washington Blvd., 
Venice, Calif. 

Falkenburg, Louis, from 5924 E. Colfax Ave., 
to 1005 S. Gaylord St., Denver 9, Colo. 
Feldman, Leonard L., PCO "Sis Lakeside Hos- 
pital, 2801 Flora Ave., Kansas City 3, Mo. 
Feldman, Lester, from Stamford, Conn., to 

Bonifay, Fla. 

Finck, Henry S., from Des Moines, Iowa, to 
Grundy Center, Iowa 

Finer, J. A., from 2503 Amherst, to Porter 
Clinic-Hospital, 2401 19th St., Lubbock, 
Texas 

Fishman, Herman, from Lancaster, Pa., to 
Conestoga, Pa. 


| 
| 
$3.00 | 
| 
ew 
RELIEF IN 
| 
| | 


Journal A.O.A. 
October, 1951 


Fite, Lynn Ford, KCOS ’51; 
teopathic Hospital, 3705 C 
Fort Worth 7, Texas 


Fort Worth Os- 
amp Bowie Blvd., 


Fontenova, Harry L., from Flint, Mich., to 
3915 E. Pima Ave., Tucson, Ariz 

Freitas, William J., COPS ’°50; 4405 Lyell 
Ave., Fresno 2, Calif. 

Fried, John Stuart, from 1811 W. Olympic 
Blvd., to 1821 W. Olympic Blvd., Los An- 
geles 6, Calif. 

Fuller, A. H., from Muskegon, Mich., to 
Mesa Memorial Hospital, 740 Main St., 
Grand Junction, Colo. 

Gehman, R. W., from Des Moines, Iowa, to 


Route 1, Paw Paw, Mich. 

Gelman, Sidney M., from 3740 Humphrey 
St., to 20104 Joy Road, Detroit 28, Mich. 

Goodwin, Lloyd R., from Portland, Maine, to 
Detroit Osteopathic Hospital, 12523 Third 
Ave., Detroit 3, Mich. 

Graham-Service, David M., from 4 Devonshire 
Gardens. to 6 Woodside Crescent, Charing 
Cross, Glasgow, C. 3, Scotland 

Grasska, William J., from 3328 Rowena Ave., 
to 1048 Temple St., Los Angeles 12, Calif. 


Green, Alfred I.. from 2615 W. Girard Ave., 
to 614 W. Allegheny Ave., Philadelphia 
33, Pa. 


Hagan, Tames T., from 302 Glover-Grim Bldg., 
to 400 N. Green St., Longview, Texas 


Hardin, J. Ella, from Depositors Natl. Bank 
see, to 918 W. Trinity Ave., Durham, 
ra Orville L.. from 3842 Atlantic Ave., 
to 4310 Atlantic ‘Ave., Long Beach 7, Calif. 
Hendricks. Frank J., from Warren, Ohio, to 
413-15 Central Ave.. Sandusky, Ohio 
Hoffman, Walter R., DMS *51; Green Cross 


General Hospital, 15 Broad ‘St.. Akron 3, 
Ohio 
Holcomb, Ferrin H., from Tahlequah, Okla., to 
Beggs, Okla. 
Holdship, Eldred C., from Saginaw, Mich., to 
. Mich 
Holt, Howard L., COPS ’51; 408 La Paloma 


Ave., Alhambra, Calif. 


Hyatt, Clarence E., from Joliet, Ill., to 144 E. 
Fifth North St., Provo, Utah 

Ingenito, Allan A., DMS °51; Osteopathic 
Hospital of Kansas City, 926 E. 11th St., 
Kansas City 6E. Mo. 

Tackson. William M., from Jackson, Mich., to 
325 Crescent Drive, Erie, Pa. 

Jacques, B. Lamar, from Heart O° the Hills 
Clinic, to 335 W. Main St., Kerrville, Texas 

Javery, Herbert A., from Dayton, ee to 
8726 24th Ave., Brooklyn 14, N. 

Robert W.. from Detroit. \fich.. to 
227 ‘St. Appleton, Wis. 

R., t from Camp Carson, 
Colo., to Medical ‘Con 196 RCT, APO 949, 
Seattle. Wash. (In military service) 


Kenney, Richard_R., Tr., PCO °51; Grandview 
Hospital, 405 Grand Ave.. Dayton 5, Ohio 
Kerr, Clarence V.. from Cleveland, Ohio, to 

Carolina “yw Tryon, N. 
“aan io A., from Los ‘Angeles. Calif.. to 
. Washington Blvd., Culver City, 
i 
Klein, Erle Lvle. from Eugene. Ore.. to 109 
Whitehead Hall. University of North Caro- 


Chanel Hill. 


lina, 


Knouse, Charles Allison, from Grand Rapids, 
Mich., to Howard City, Mich. 

Lambert. A. G., from Carson City, Mich., to 
Minden City, Mich. 

Larmoyeux. Louis T., from 420 W. Duval 
a. to 37 W. Church St., Jacksonville 2, 

a. 
Latkovic, Nicholas, from 515 N. Michigan 


Ave., to 2605 State St., Saginaw, Mich. 
Lawrance. Orren J., from Muskegon, Mich., to 
1517 17th Ave., N., St. Petersburg, Fla. 
Leech, John E., from Allentown, Pa., to 1139 

unham St., S. E., Grand Rapids 6, Mich. 
Lipton, Nathan, from Brooklyn. N. Y., to 21 
W. 130th St., New York 27, N. Y. 
Lyman, Florence Craft, from 1229, State St., 
to 1214 Chapela St., Santa Barbara, Calif. 


MacCracken, Betsy B., from 609 S. Grand 
Ave.. to 2107 Hillhurst Ave., Los Angeles 
27, Calif. 

Mantle. Albert E., from Dwight, Ill, to 2806 
N. Franklin Ave., Flint 6, Mich. 

Martin, Charles G., from Glassboro, N. J., to 
Wildwood, Fla. 

McKay, Mahlon L.. COPS °51; Doctors Hos- 


pital, 325 W. Jefferson Blvd., Los Angeles 
7, Calif. 
Mellies, Charles M., from 7000 Brandon Drive, 
to 9437 Ardmore Drive, St. Louis 15, Mo. 
Miller, M. Louise. from Bangor, Maine, to 
Route 2, Columbia, Pa. 


Miller, Thomas C., COPS ’51; Rocky Mountain 
Osteopathic Hospital, 4701 E. Ninth Ave., 
Denver 7, Colo. 


Mitchell, Carson A., from Delano, Calif., to 
Sierra Valley Medical Center, Loyalton, 
Calif. 

Molinari, John J., from Rutherford, N. J., to 


2-68 Saddle River Road, Fairlawn, N. J. 


Toland, 
Ww. 
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oye C., from 11436 Delano St., to 

6034 ady Glade Ave., North Hollywood, 
alif. 

Painter, John G., from Glendale, Calif., 
Herkimer St., Pasadena 4, Calif. 

Patty, Frank W.. from 250 W. 40th Place, to 
3913 Arlington Ave., Los Angeles 8, Calif. 

Payne, Rachel A., from Joplin, Mo., to Route 
4, Carthage, Mo. 

Perry, Layne, from Tulsa, Okla., to Layne 
Clinic, Will Rogers Hotel, Claremore, 


to 746 


Pierce, Albert E., from 4701 E. Ninth St., to 
4800 Rarjtan St., Denver 11, Colo. 
Posey, Thomas H., Jr., KCOS °51; Grandview 
Hospital, 405 Grand Ave., Dayton 5, Ohio 
Riley, Nannie B., from Wayne Drive, to 1810 
Ashwood Ave., Nashville 4, Tenn. 

Robbins, Ralph B., from Cincinnati, Ohio, to 
Williamsburg, Ohio 

Roberts. Henry E., from Elm Street Hospital 
& Clinic, to Box 2806, T.S.C.W. Station, 
Denton, Texas 

Rockwell, Ellwood B., from Detroit. Mich., 
10101 Tireman Ave., Dearborn, Mich. 

Rosell, Louis V., from 4901A Easton Ave., to 
3704 Shreve Ave., St. Louis 15, Mo. 


Rossi, Amerigo Alfred, COPS °51; 751% Via 
Wanda, Long each 5, Calif. 

Rounds, C. J., from New York, 
416 Sixth” Ave.. Eau Claire,’ Wis., (Re- 


leased from Military Service) 


Sanson, John, from Portland, Maine, to R.D. 
1, Hopewell, N. J 

Schatzmann, June L., from 4901A Easton 
Ave., to 3704 Shreve Ave., St. Louis 15, Mo. 

Schneyer, J. Neale, from Box 95, to 314 W. 
Third St., Rushville, Ind. 

Schultz, Lavertia L., from 6825 Rugby St., 
to 6831 Rugby Ave., Huntington Park, 
Calif. 

Scott. Stanley I.. from 748 N. Main St., to 
900 N. Main St., Dayton 5, Ohio 

Sharkey, Paul, from 1105 Madison St... to 
900-A W. Eighth St., Wilmington 32, Del. 


Sheetz, M. A.. from San Diego, Calif., to 
289 G St.. Chula Vista, Calif. 

Sickinger, Glen H., KCOS °51; Grandview 
Hospital, 405 Grand Ave., Dayton 5, Ohio 

Siegel, Isadore, from 13 E. Main St., to 14 
North Broad St., Lititz, Pa. 

Simons, James C., from 301 State St., to 39 
Prospect Ave., S. E., Grand Rapids 3, Mich. 

Simons, L. Verna, from 301 State St., to 39 
Prospect Ave., S. E., Grand Rapids 3, Mich. 

Sloan, Vernon J., from Joplin, Mo., to Cyril, 
Okla. 

eke, Hugh G., from 408-12 S. Neil St., to 

2 W. Church St... Champaign, 


am Fern, from 7206 Pacific jn 2551 
Hope St., Huntington Park, if. 
Smith, Leslie B., from 815 wv Gray St., to 


8941 Long Point Road, Houston 7, Texas 
Staff. Leonard, Jr., from 119 W. Eighth St., to 
3 E. Seventh St., Tempe, Ariz. 
Staff. L. E., Sr., from 119 W. Eighth St., to 
3 E. Seventh St.. Tempe, Ariz. 


Stegman, Harry A., from Carlisle, Pa., to 
207 S. 32nd St., Camp Hill, Pa. 
Steinberg, _ Milton S.. from Richmond Hill, 
Celtic Park Apts., 48-02 
43rd "St., Woodside 7 


Stewart, J. Gordon, from Box 383, ‘to W. Third 
At S. Tefferson. Clarendon, Texas 

Stute. William Daryl, from Los Angeles, 
Calif., to 909 N. Ainsworth, Tacoma, Wash. 

Tavener, W. H., from 708 Garland St., to 
513 Garland St., Flint 4, Mich. 

Tedrick, Donald A.. from Denver, Colo., to 
Mesa Memorial Hospital, Tenth & Grand, 
Grand Junction, Colo. 

Thieman, Bertha Regina, from Oakland, Calif., 
to 13425 W. 61st St., Shawnee, Kans. 
Floyd E., from Bushnell. Ill, to 411 

Second St., Casa Grande, Ariz. 

Torres, George R.. from Britton. Okla.. to 
9303 N. Francis St., Oklahoma Citv 6, Ok!a. 

Townsley, Hugh A., KCOS °51; Grandview 
Hospital, 405 Grand Ave., Dayton 5, Ohio 

Treseler. Donald K., COPS °51: Waldo Gen- 
eral Hospital, 15th Ave., N. E., & E. 
St., Seattle 5, Wash. 

Van Campen, Josephine, from Grove City, 
Pa., to Box 485, South Laguna, Calif. 

Walley. P. E., from 1317 W. Tijeras, to 1204 
W. Central Ave., Albuquerque, N. Mex. 

Walter, Paul P., from 1424 Charter Oak Ave., 
to 1762 Moran Ave., Lincoln Park 25, Mich. 

Wiley. Kenneth W., from Los Angeles, Calif., 
to 11213 Apricot St., Lynwood, Calif. 

Willcutt, Eugene C., from Idanha, Ore., to 


Rankin, Texas 
Woods, Ronald K., from 521 W. Fourth St., 
Joplin, Mo. 


to 1402 

Wunderlich, Ray C., from 807-08 First Federal 
Bidg., to 804 Florida Theatre Bidg., St. 
Petersburg 4, Fla. 

Young, James A., KCOS 

Ziesmer, Carl B., from Los Angeles, 
13143 Osborne St., Pacoima, Calif. 


85th 


Haviland, Kans. 
Calif., to 
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ULCER RELIEF 


At the first sign of new or 
recurring peptic ulcer, 
START THE PATIENT ON 


A Natural 
Healing Aid 
for the Relief 
and Prevention 
of Pre-Uicer 
Hyperacidity. 


Peptic Ulcers tend to recur. 


Colloidal Neutralization helps 
to remove causative factors. 


Esscolloid Antacid - Adsorbent 
reduces painful hyperacidity 
(1 tsp. neutralizes 160cc N/10 
H Cl). 

Natural soft lubricant bulk 
assures normal peristalsis, 
corrects stubborn constipation. 


Esscolloid Products are safe, 
drug-free and non-habituating. 


Mail Coupon for Introductory Offer 


THE ESSCOLLOID CO., INC. 
1620 Harmon Place 
Minneapolis 3, Minn. 
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Write for Sample 


The Alkalol Company, Taunton 23, Mass. 
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THE NEUROPSYCHIATRIC FOUNDATION, INC. 


Offers one and two year 


FELLOWSHIPS IN PSYCHIATRY IN THE 
MEYERS CLINIC, LOS ANGELES 


Training is available in the range of ambulant psychiatry 
emphasizing diagnosis and psychotherapy in coordina- 
tion with the psychologist and psychiatric social worker. 


STIPEND $2,400 PER YEAR 
Graduates of approved colleges of Osteopathy are eligible. 
APPLY TO THE DIRECTOR 


THE MEYERS CLINIC 
800 SOUTH BERENDO ST. 


LOS ANGELES 5, CALIF. 


APPLICATIONS FOR 
MEMBERSHIP 


CALIFORNIA 

Stoneman, Chelsea L., (Renewal) 415 E. 
Ninth St., Beaumont 

Hazen, Alden E., (Renewal) 1266 N. Fresno 
St., Fresno 

Hall, im L., (Renewal) 11973 San Vicente 
Blvd., Los Angeles 49 

Chaffer, Robert L., (Renewal) 258 E. Ninth 


St., Upland 
MICHIGAN 
Benedict, L. D., (Renewal) 142-44 E. Main 
St., Ionia 
MISSOURI 


Reid, Richard W., (Renewal) Humansville 
Partin, Lyle P., Mercy Hospital, 823 Faraon 
St., St. Joseph 54 


OHIO 
Kahn, S. L., (Renewal) 2132 W. Third St., 


Dayton 7 
OKLAHOMA 
Stanley, Robert R., (Renewal) 1605 W. 
Broadway, Muskogee 


OREGON 
D’Armond, B. J., (Renewal) 404 N. Main 
St., Brownsville 


GRADUATES OF 
DES MOINES STILL COLLEGE OF 
OSTEOPATHY AND SURGERY 


OCTOBER 1, 1951 
Armstrong, Albert LeRoy 


Beal, James LeRoy 

Beckett, Gail William 
Belanger, William Joseph, Jr. 
Bomengen, Norman Arthur 


Cottrille, Patricia Anne 
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FILM NO. TITLE PRODUCED BY SUITABILITY REELS SHOV 


AUDIENCE NO. OF TIME 
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21 


23 


Osteopathic Research — The Atlas Drs. Rice, Burns, Professional 3 50 min. $3.50 
Lesion & Hoffman 


Osteopathic Research — Second Lumbar Drs. Rice and Professional 3 45 min. $3.50 
Lesion Burns 


Osteopathic Research—Heart Disease— Dr. Ralph Riceand Either 1 30 min. $3.50 
Effects of Selected Spinal Lesions upon Dr. Louisa Burns ° 
Function and Structure of the Heart. 


SOUND and COLOR. 


Osteopathic Mechanics of the Dorsal Dr. Ralph Rice Professional 2 30 min. $3.50 
Area 


Osteopathic Mechanics of the Pelvis Dr. Ralph Rice Professional 3 45 min. $3.50 


Osteopathic Mechanics — Anterior Occi- Drs. Wilson, Professional 1 
put Rice and Muir 


5 min. $2.50 


Osteopathic Mechanics — Fourth on ‘Dr. Rice Professional 1 15 min. $2.50 
Fifth Lumbar Lesion—A Symposium 

Osteopathic Mechanics — The First Dr. Rice Professional 1 20 min. $2.50 
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Osteopathic Mechanics — Left Latero- Dr. Ralph Rice Professional 2 30 min. $3.50 
flexion Lesion of the Fifth on the 
Sixth Cervical Vertebra 

Osteopathic Mechanics— Right Latero- Dr. Ralph Rice Professional 3 45 min. $3.50 


flexion Lesion of the Fourth on the 
Fifth Lumbar Vertebra 


Osteopathic Mechanics — Left Anterior Dr. Ralph Rice "Professional 3 45 min. $3.50 
Sacral Lesion 


Osteopathic Therapeutics—Psoitis Drs. Rice and Professional 2 30 min. $3.50 
Fryette 
Osteopathic Therapeutics — Anterior Drs, Rice and Professional 3 45 min. $3.50 
Poliomyelitis Pritchard 


Osteopathic Therapeutics — The Treat- Drs. Riley and Professional 2 30 min. $3.50 
ment of Laryngitis Rice . 
Athletic Injuries—The Charley Horse pps. Ralph Rice Pro-essional 2 30 min. $3.50 
and the Sprained Ankle. Professional and Wilbur Bohm 
and Lay Edition. (Specify which) 
Our American Feet, mechanics of feet, pr. Q. L. Drennan Professional 2 30 min. $3.50 
Technic of fitting shoes 
The Anatomy and Mechanics of the pr H. E. Cly- Professional 1 15 min. $2.50 
Foot and Leg bourne 
Anatomy and Physiology of the Feet Dr H. E. Cly- Professional 1 15 min. $2.50 
bourne 
Foot and Ankle Technic Dr. H. E. Cly- Professional 1 15 min. $2.50 
bourne 
Foot and Fibula Technic Drs. Clybourne & Professional 1 15 min. $2.50 
Stinson 
Hypertrophy of the Prostate Eastman Kodak Professional 1 15 min. $2.50 


Standard Obstetrical Routine The Mennen Co. Professional 6 80 min. $3.50 
Posture Eastman Kodak Either 1 15 min. $2.50 
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Head Pain as a 
Diagnostic Lead 


Frequently the presence of head pain 
is overlooked. The physician learns of 
it only if he has made an effort to elicit 
the information. Since the etiology of 
the pain is the basis of rational manage- 
ment, the patient should be warned 
against taking medication before diag- 
nosis is made. 

Friedman‘ deplores the tendency to 
call any chronic recurring headache 
migraine. Careful history-taking and 
full physical and neurological examin- 
ations are essential for accurate diag- 
nosis. A good starting point is a de- 
scription of the headache — its character, 
laterality, frequency and intensity.* 


The following chart gives briefly the 
rimary diagnostic leads and treatment 
or the most common types of headache. 


Primary 


Inflamma- Inflammation of Specific ; sulfon 
tory ¢-g., intracranial amides and 
fever; antibsotics. 
Abscess Symp : 
bacteriologic diag. analgesics. 
Tumor Pain varies as spinal | Specific: surgery. 
ess. changes; Symptomauc 
skull X-ray. analgesics. 
&/or hypnotics. 
Sinusitis Sinus congestson and | Specific : ancibsotcs 
infection ; cloudy and drainage 
X-ray. Symptomatic 
analgesics. 
Hypertension present | General hyperten- 
tensive bur pee not related therapy ; seda- 
to b.p. lewel; tron 
hydroergotamune. | Symptomatic : 
relieves pair. analgesics. 
Migraine & Headache: recurrent, | To abort attack ; 
imense, chrobbing oral ergotamine 
vascular No organic causa- plus caffeine. 
headaches tion; migraine in 
family ; patient: 
energetic, perfec- | General : adjustment 
to minumuze ner- 
Visual prodromata ; vous stress. 
upset during 
adache. 


Data here tabulated is from: Wolf, G., Jr.,3 
and Friedman, A, P.4 


Cecil® ranks vascular headaches, e.g., 
migraine and tension headaches, as the 
most commonly encountered of all. Be- 
cause of their functional nature and 
usual recurrence at frequent intervals, 
they present a long-term therapeutic 
problem. 


Therapy is conducted along two 
lines: 

1) Psychotherapy to reduce the fre- 
quency of attacks. This consists mainly 
of advice on emotional adjustment to 
stressful situations and guidance toward 
a good balance between work and 
relaxation. 

2) Treatment of the distressing at- 
tack to prevent the usual period of in- 
capacitation. Many investigators have 
reported that ergotamine preparations 
are effective for relief of the acute mi- 
graine attack in 80% of cases.’ The 
drug is given immediately when an at- 
tack is approaching and dosage adjusted 
to the needs of the individual. 


1, Friedman, A. P. and von Storch, T.: 99th 
A.M.A. Session, June 1950. 2. Butler, S. and Hall, 
F.: M. Clin. N. Amer., p. 1439 (Sept.) 1949. 3. 
Wolf, G., Jr.: Penn. M. J. 54:25, 1951. 4. Fried- 
man, A. P. and Conn, H. T.: Current Therapy, 
1950, p. 563; Saunders Co., Phila. 5. Cecil, R. L.- 
A Textbook of Medicine, ed. 7, 1948, p. 1483; 
Saunders Co., Phila. 6. Horton, B. et al: Stafl 
Meet. of Mayo Clinic 20; 241, 1945. 
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\ Jetandren Linguets are specially prepared to permit efficient 
absorption through the mucosa of the mouth. Oral absorption 
completely avoids initial hepatic inactivation of the hormone. 
Therefore, the methyltestosterone is at least twice as effective 
as it is when swallowed. 

When similarly administered, Metandren Linguets (methyl- 
testosterone) were found to be “approximately twice as potent 
per milligram as unesterified testosterone, which in turn was 
approximately twice as potent as testosterone propionate.” * 

Since the introduction of Metandren Linguets, a contribution 
of Ciba research, their proved economy, potency and conveni- 
ence have gained for them extensive use as an established 
administration form for androgens. 
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*Escamilla, R. F. and Gordan, G. S.: J. Clin.. Endocrinol. 10:248, 1950. 2/1666" 
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